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BOTTINI’S OPERATION FOR ENLARGED PROSTATE.* 


BY GEO. M. PHILLIPS, M. D., Pu. D., ST. LOUIS, MO., 


Formerly Professor of Genito-Urinary beg gd in the Barnes Medical College, 
Genito-Urinary Surgeon to , 


e City Hospital. 

This patient is 69 years of age, and has for some time been 
an inmate of the City Hospital suffering from the ills of an en- 
larged prostate. He has been compelled to draw his urine by 
a catheter for a long time as without catheterization he has quite 
seventeen ounces of residual urine; that is, he has to have seven- 
teen ounces of urine in his bladder after he has done his best to 
empty it. His sufferings have, therefore, been extreme, and of 
late almost unbearable, as he has developt a catheter-cystitis in 
addition to the enlarged prostate. He has been treated for some 
weeks by antiseptic irrigation of the bladder, and is somewhat 
improved, but his countenance bears the mark of constant pain, 
and he has before him all of the dangers of an ascending inflam- 
mation which may at any time give rise to a fatal pyelitis or ne- 
phritis. 

We shall therefore subject him to operation to-day by the 
Bottini apparatus, This consists of a shaft, shaped like the ordi- 
nary steel sound, which every doctor possesses, but it is hollow 
and carries concealed within it a platinum blade, which may be 
withdrawn slowly by turning the screw at the base. This plati- 
num blade is connected with a galvanic battery so that as the 
electricity is turned on the blade is heated to a white heat. In 
order to guard against injury to the bladder-walls by the heat 
transmitted to the steel sound, there is attacht to the handle a 


. rubber tube from the irrigator and a current of water kept con- 


stantly passing thru the instrument, just as in the irrigating can- 
nulas used by some operators in curetting the uterus. It is well, 
before using this instrument, to test both the electrical current 
and the flow of water; for if the one is acting and the other not 
great trouble might be produced on the one hand and no good 
accomplisht on the other. This instrument, as you see, works 
perfectly. 


The patient now being perfectly anesthetized, I enlarge the 


opening of the urethra by meatotomy sufficiently to admit the 
instrument with ease. I next introduce six ounces of water by 
means of a soft rubber catheter and glass funnel. The shaft, 
concealing the platinum blade, is next introduced into the bladder 
just as would be a sound. When it is inside of the bladder I 
first use it as a stone-searcher, since these men frequently have 
stone in the bladder as well as enlarged prostate. In this case 
there is no stone to be noted. I next turn the instrument so 
that the point of the sound or shaft is toward the rectum; and to 
be sure that it is in proper position, so that when the blade is 
withdrawn, it will cut thru the obstruction at the base of the 
bladder, and relieve the obstruction to the outward flow of urine, 
I introduce one finger into the rectum and locate the tip of the 
instrument just above the enlargement in the prostate. Being 
thus assured that the instrument will cut exactly the tissues I 
wish to destroy I first turn on the water and note that it is run- 
ning thru the tube before I allow the electricity to pass into the 
instrument. | The electric current being turned on, I rapidly re- 
volve the screw which withdraws the now white-hot blade, and 
so cut thru the prostatic tissue. A faint “sizzling” noise can be 
heard, indicating that the work is going on satisfactorily. The 
current is turned off as soon as the screw indicates that the blade 
has been withdrawn to the proper distance and the screw reverst. 
This forces the blade back into its concealment in the shaft and 
enables me to turn the instrument to one side. In this instance, 
as in others in my experience, the blade sticks to the burned tis- 
sue somewhat and I take care not to use too much violence in 
liberating it. In one of my cases the tissue was torn by too 
rough manipulation so that a very annoying hemorrhage came 
on, which persisted for some days. Since then I am careful not 
to — the burned area, and have had no such trouble in my later 
work. 

The instrument now being freed from the burned surface, 
and freely moveable, I turn it to the left side of the prostatic tis- 
sue and cut thru almost to the same extent as was done in the 
middle line. Extricating the blade as before, I turn it to the 
right side, and make a third cut, thus completing the operation. 

A little more water is allowed to run thru the bladder, 


*Report of Clinical Lecture before the St. Louis District Medical Society. 


which permits us to note whether or not there is bleeding going 
on as a result of our work. As the water comes away clear we 
may be sure there is no hemorrhage at present. 

This concludes the operation, which, as will have been noted, 
appears to be a simple thing. In a measure, it is so, but the 
operator must be sure of certain things before he undertakes to 
do it. In the first place, he must have a thoro knowledge of the 
anatomy of the parts involved. In the second place he must 
know exactly the pathological conditions present, as all en- 
largements of the prostate are not susceptible of relief by this 
measure. In the third place he must have an instrument on 
which he can rely absolutely. And in the fourth place he must 
know the voltage and the ampereage of his current. It will not do 
to go blindly into the matter with any old battery of uncertain 
strength, nor with the current from the street (as has been ad- 
vised by some), without rheostat and milliamperemeter. One has 
to be definite and accurate in this matter or the greatest injury 
may be inflicted. So the operation is not so simple as at first 
glance it might appear. At the same time any surgeon possess- 
ing the necessary knowledge and apparatus is justified in making 
the operation in properly selected cases. 

I have not the time now to discuss the selection of the cases 
in which the Bottini operation promises relief, but will simply 
say that in a‘certain proportion of cases it does give very satis- 
factory results, both temporary and permanent; and I do not, 
therefore, hesitate to recommend it to you for adoption in your 
work. It certainly is far less dangerous and more promising of 
relief than is prostatectomy or other operative measures of rad 
ical character. 


DRAINAGE IN ABDOMINAL SURGERY.* 


BY J. W. LONG, M. D., SALISBURY, N. C. 
Emeritus Professor Diseases Women and Children Medical College of Virginia. 


Many of the problems involved in abdominal surgery have 
been settled, not always in the same way by different mef, it ' 
true, but by a general consensus of opinion, the outcome of our 
gradually accumulated knowledge. Many of the procedures 
practist in abdominal surgery have been agreed upon. For in- 
stance, every’ surgeon agrees and insists that his hands, instru- 
ments, the field of operation, etc., must be clean, surgically clean; 
and it doesn’t matter whether a man believes in “bugs” or not, 
he says “you must be clean;’ nor does it matter whether he 
scrubs his hands till the superficial epithelium slips, dyes them 
and bleaches them in strong chemicals, or merely scrubs his 
hands and rinses them in alcohol, he still emphasizes that you 
must be clean. Not only is cleanliness next to godliness in sur- 
gery, it is godliness itself. 

While some surgeons make a short abdominal incision and 
some make a long incision, all agree that the incision should be 
sufficiently ample to allow the operator to work easily and expe- 
ditiously. 

While some surgeons employ silk ligatures and sutures with- 
in the abdomen, others use catgut; some steam their silk frac- 
tionally, others boil it one time only, still others do both; some 
sterilize their catgut by dry heat, others cumolize it; yet all main- 
tain that whatever material is employed and by whatever pro- 
cess it is prepared, it must be absolutely sterile, non-irritating, 
easily absorbed, and of the smallest size commensurate with 
safety. 

Again, we all agree that loss of blood is the chief factor 
in the production of surgical shock. 

I dare not include in this category of agreements the various 
methods of closing the abdominal incision, for if the gentlemen 
who practise the different methods of closing the abdomen were 
to suddenly agree, we might be forced to draw the same infer- 
ence that the new waiter did at the medical banquet. Possibly 
you have all heard that story. After several courses had been 
served, the new waiter said to the old waiter, “I believe these 
doctors are getting drunk.” The old waiter said, “I don’t see 
any signs of it.” The new waiter replied, “I don’t either except 
that they are beginning to agree with each other!” 

Touching many other points, there is a general consensus of 
opinion; why, then, can we not settle upon some well defined 
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principles in the matter of abdominal drainage? To this end I 
have invited the attention of this distinguisht body. Ever since 
Robert Houstonn, in 1701, incised the abdomen of Margaret Millar 
and left a “small tent in the lower angle of the wound,” drain- 
age has been considered a question of prime importance in ab- 
dominal surgery. Indeed, incision and drainage were about all 
that surgeons dared to do till the immortal McDowell deliberately 
removed a tumor from Mrs. Crawford in 1809. That drainage is 
essential and desirable in some cases is evident; that it is un- 
necessary and undesirable in many cases is equally clear. 

Let us then consider briefly 

THE OBJECTS OF DRAINAGE. 

The chief purposes for which drainage is employed are as 
follows: 

1. To drain away existing septic material. 

2. To afford an exit for the sepsis when the operator fears 
he has possibly infected his patient. 

. §. To provoke adhesions and thereby wall off weak spots 
from the remainder of the abdominal contents. 

4. To keep the peritoneal cavity free of blood and other fluids. 

5. To allow of a more certain knowledge of the conditions 
present in the abdomen. 

6. Gauze drains are sometimes employed as tampons to con- 
trol hemorrhage. 

1. TO DRAIN AWAY SEPTIC MATERIAL.—There can be 
no question of the propriety of drainage in those cases where 
sepsis is already present. Its value has been emphasized many 
times in cases of suppurating appendicitis which may be taken 
as typical of septic cases. But it is to be noted when we come 
to apply this rule of action to other cases presumed to be al- 
ready septic that the surgeon, who does not follow a routine, 
formerly drained many cases that he now feels safe in closing 
without drainage. By way of illustration, take the following re- 
cent case occurrring in my work: 

Mrs. S., a very small woman, age 28, white, delivered 48 hours 
before shé was seen by the writer of an average sized child, con- 
ditions only fair, pulse 120, temperature 101 degrees, emaciated, 
abdomen greatly distended with an ovarian cyst. A few days’ 
delay was advised, After ten days, abdominal uistension was 
increasing, respiration was beginning to be embarrast. Contra- 
ry to the writer’s usual custom, he tapt the abdomen, drawing 
off thirty pints of heavy gelatinous fluid. This relieved the dyps- 
nea, but the evidences of sepsis continued. After a few days, 
the patient having gained a little strength, she was taken to 
more comfortable quarters, and the tumor removed. The tumor 
when removed weighed thirty-three pounds. which added to the 
thirty pounds removed at the tapping a few days previously, made 
sixty-three pounds. The tumor and pregnant uterus probably 
weighed as much as three pounds. The tumor and pregnant 
uterus probably weighed as much as the woman. The cyst was 
multilocular, containing many different kinds of fluid. Adhe- 
sions were numerous, and evidences of widely spread peritonitis 
were present. Because of the rottenness of the cyst wall a 
quantity of the fluid escaped into the abdominal cavity. The 
abdomen was thoroly washt out and left filled with salt so- 
lution, and the incision closed without drainage. The recovery 
was perfect. Formerly it would have been considered necessary 
to drain this case, because of the sepsis and peritonitis. 

Nor is it necessary to always drain after removal of pus 
tubes, even when the sac ruptures and the parts are bathed in 
pus, since it is well known that pus is sometimes free from viru- 
lently pathogenic germs. This is especially true in old gonor- 
rheal and tubercular abscesses. Even the presence of some 
forms of pathogenic germs, noticeably the gonococci, is not nec- 
essarily an indication for drainage. The principle of drainage 
in septic cases is decidedly applicable when we invade the peri- 
toneum thru the vagina. Indeed, in these cases. as in suppurat- 
ing appendicitis, the chief object is to drain the pus foci and 
serum-distended tissues. Here we have ideal drainage. for 
gravity aids capilarity, and it is ofttimes marvelous how quickly 
these patients recover. 

2. WHEN THE OPERATOR INFECTS HIS PATIENT.— 
After the earlier operators got over their dread of opening the 
peritoneum, surgeons gradually learned that mere opening the 
peritoneum was a perfectly safe procedure, provided the opera- 
tor’s hands and implements were sterile. In this day it is al- 
most inexcusable for a surgeon to infect his patient, yet almost 
all of us, say, “if we handle the parts a great deal it is better to 
drain;’ unmindful of the fact that we are virtually admitting 
that we have probably infected our patient. With instruments, 
sutures and sponges thoroly sterile, with our hands conscien- 
tiously scrubbed, and washt in chemicals, and the use of rubber 
gloves, prolonged handling of the part ought not to be an in- 
dication for drainage. 

However. the unexpected occasionally hapnens. 

Last month, while I was doing a hysterectomy in a private 
house in a distant city, the patient suddenly stopt breathing, and 


she lookt as if all the blood in her body had suddenly side-trackt 
itself into the capillaries, and was determined to stay there. It 
required prolonged efforts at artificial respiration with the pa- 
tient in the inverted position to establish the respiratory function. 
But for the intelligent, faithful efforts of professional friends 
the patient must have died. The writer was kepf busy trying to 
protect the open abdomen. Chloroform was the anesthetic used; 
a friend of mine had just lost a patient from the same anesthetic 
a few days before—so you may be sure I was worried. After 
this “anesthetic episode” everything went wrong, as they usually 
do when one thing gets awry. ‘The outcome was that when the 
operation was finisht we did not know whether the patient was 
infected or not. For fear that she was, drainage was employed. 
The recovery was stormy, but satisfactory in the end. 

3. TO PROMOTE ADHESIONS AND WALL OFF WEAK 
SPOTS.—The well known property of the peritoneum to throw 
plastic lymph around any foreign body is often utilized when, 
after injuries to the bowel, ureter or other viscus, there is fear of 
leaking and consequent contamination. The gauze drain here 
serves the dual purpose of isolating the vulnerable part and drain- 
age. 

4. TO KEEP THE PERITONEAL CAVITY FREE OF 
BLOOD AND OTHER FLUIDS.—Just here is a point of depar- 
ture. One school cites the fact that blood or serum or any in- 
nocuous fluid when retained in the abdominal cavity makes an 
excellent culture medium and claims that the way to prevent in- 
fection is to keep the peritoneal cavity free of fluids. Even when 
hemorrrhage has been controlled, the advocates of this plan ex- 
pect in most cases, especially where many adhesions have been 
broken up, that there will be enough oozing to require drainage. 
They usually use a glass drain and empty it frequently with a 
long-nozzled syringe. 

The other school takes the position that the peritoneum is 
amply able to take care of any reasonable amount of oozing 
blood, or indeed a large amount of other fluid, even when there 
is mild infection present and its followers encourage this absorp- 
tive function of the peritoneum by: leaving in its cavity a liberal 
quantity of normal salt soluton, which is not only easly absorbed 
itself, but dilutes the oozing blood and renders it more. readily 
absorbed. Those who follow this teaching close the abdomen 
without drainage, no matter how many adhesions have been 
broken up or how much fluid is left in the peritoneal cavity. 

5. TO ALLOW OF MORE CERTAIN KNOWLEDGE OF 
THE CONDITIONS PRESENT IN THE ABDOMEN.—This ar- 
gument is used in favor of the drainage tube particularly in cases 
where there are great fears of hemorrhage. It must be con- 
ceded that hemorrhage occurring within a few hours after op- 
eration may be detected by means of the drainage tube and syr- 
inge. The same is true to a less degree of the gauze drain. 

The objections to this argument is that in the vast majority 
of cases, it is unncessary to inspect the abdominal cavity to see 
if there is hemorrhage. The use of suture material that will not 
readily break or untie, with careful inspection of every possible 
bleeding point, ought to insure against hemorrhage; certainly 
this is true in all cases in which the tissues are not softened by 
sepsis or malignancy. 

6. GAUZE TAMPONS.—There are a variety of circumtances 
under which it is expedient to pack a bleeding point with gauze 
tampons to control the hemorrhage. In these cases the gauze, 
of course, also acts incidentally as a drain. 


HISTOLOGY AND PHYSIOLOGY. 


Many of the reasons advanced in favor of drainage were prom- 
ulgated before the histology and physiology of the peritoneum 
were understood. 

Wegner in 1877 was the first to demonstrate the wonderful 
ability of the peritoneum to absorb fluids, even as much as the 
entire weight of the animal in twenty-four hours. 

Muscatello in 1895 proved that while there were no stomata 
between the peritoneal endothelium, that fluids and minute for- 
eign bodies past between the endothelium of the diaphragmatic 
peritoneum by a retraction of the cell protoplasm, from thence 
they were taken up by the open spaces found only in this por- 
tion of the peritoneum and past on into the lymph circulation. 
This observe demonstrated a normal intra-peritoneal current cap- 
able of carrying fluids and small bodies to the diaphragm, and 
this, too, irrespective of position, tho gravity has a markt influ- 
ence on the currernt. 

It has also been shown that the leucocyte is the principal 
bearer of foreign particles along the highway just described. 

Another fact pertinent to the question is that the leucocytes 
and other factors producing this intra-peritoneal current bear off 
pathogenic bacteria along this wonderful highway as readily as 
they carry innocuous substances, provided the enemy be not too 
numerous or too virulent. 

These facts open up to our view the surprising capabilities 
of this highly vitalized membrane, and the abdominal surgeon 
should doff his hat to his ablest ally—the peritoneum. 
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OBJECTIONS TO DRAINAGE. 


Excluding cases of acute suppurative infection, such as ap- 

. pendicitis, pelvic abscess that cannot be reacht thru the vagina, 

and widespread general peritonitis, drainage is objectionable for 
many reasons, among which are the following: 

1. IT IS DECEPTIVE.—The writer has tried all kinds of 
drainage and found them unsatisfactory. Its use is not a guar- 
antee against infection—the ever present menace to the patient; 
in fact, both gauze and the glass tube constitute and additional 

, Source of infection. 

2. CASES NOT DRAINED DO BETTER.—The observation 
of any considerable number of cases will demonstrate this. <A 
smaller per cent of the patients become infected, they suffer less 
nausea, less pain, require less morphine, have less tympany, the 
bowels are more easily moved, the mortality is lower, and, in a 
word, do better than cases that are drained. 

- 3. DRAINAGE IS NEITHER SCIENTIFIC NOR WORK- 
MANLIKE.—I say this with an apology and all due deference 
to those distinguisht gentlemen present who drain most of their 
cases. 

Take, for example, a case of large myoma or pus-tubes with 
adhesions. To drain such a case is to say in substance to the 
patient, “we cannot open your abdomen, remove the abnormal 
growth, separate the unnatural adhesions, and close your abdo- 
men without leaving your peritoneum in a condition that re- 
quires an open door.” The “open door’ policy is all right for 
China, but not for the peritoneum. The presence of a drain is 
a tacit admission that we have left something undone that we 
ought to have done, or that we have done something that we 
ought not to have done. Even in a case of suppurative appen- 
dicitis or pelvic abscess, if we could enucleate the sac in its en- 
tirety, and without contaminating the surrounding tissues, just 
as we do a simple pus tube, there would be no need of drainage; 
but since this cannot be done, we must content ourselves with 
less complete work and leave nature to finish the job. Joseph 
Price, who is known as an advocate of drainage in certain cases, 
is quoted as saying, “drainage is an evidence of incomplete 
pg il In a word, when we drain we do so because we cannot 

o better. é 


HOW A COUNTRY DOCTOR TREATS CHRONIC CYSTITIS.* 


BY FRED S. CLINTON, M. D., PH. G., TULSA, IND. TERR., 
Secretary of the Indian Territory Medical Association. 


It is not the purpose of the essayist to attempt even an incom- 
plete resume of the vast literature on the treatment of chronic 
cystitis, but to offer a few simple suggestions on “How a Country 
Doctor Treats Chronic Cystitis;” for now he can often treat these 
eases successfully—the markt advances in general surgical tech- 
nic having made a great many things possible even to the coun. 
try doctor. 

First: The patient should be examined thoroly to ascertain 
the cause which, if possible, should be removed. These examina- 
tions cannot be too searching; for it is always to be remembered 
that this is a secondary disease. 

The subject of treatment proper is divisible into four zeneral 
heads: (1) Hygienic; (2) dietetic; (3) medicinal; (4) surgical. 

HYGIENIC. 


Corporeal cleanliness is no less a virtue here than in any 
other disease. A hot hip (or full) bath during the acute exacerba- 
tion of a chronic cystitis is frequently very grateful to a suffer- 
ing patient. The extremities should always be comfortably clad 
to guard against their chilling; woolen undergarments and thick- 
soled shoes are advisable. 

DIETETIC. 

The diet should be principally milk, tho not exclusively, as 
koumiss and other highly nutritious tho easily assimilated arti- 
cles of diet may be judiciously used to an advantage, Alccholic 
stimulants, tobacco ‘and condiments must be interdicted. Two to 
four pints of aerated distilled water should be used daily. This 
is very important, especially for those who live in limestone re- 
gions. Every one can have distilled water by using a home- 
made still as described by Dr. Ephraim Cutter, of New York. 


MEDICINAL, 


' Aside from the copious administration of aerated distilled 
water, one should be cautious about giving too many internal 
medicines lest he do more harm than good. Of course, all of the 
functions of the body must be kept in working order. Any indi- 
gestion, insomnia, constipation or pain must be relieved by appro- 
priate measures. Dieting and diminishing or withdrawal of dis- 
turbing medicines, etc., for indigestion; trional in five-grain doses 
hourly for insomnia; magnesium sulfate, carabana or Pluto wa- 
ter as needed to keep the bowels regular and stools soft; the pain 


*Read before Indian Territory Medical Association. 


is best controlled by the introduction into the rectum of a warm 
solution of codein sulfate, one-half to one grain to an ounce of 
water, or by a suppository of one-half grain of opium and extract 
of belladonna, each. 

As to internal medication for the purpose of changing the 
reaction of the urine, Dr. James Tyson, in his “Practice,” says, 
on page 704: “When it is proposed to go further and add to the 
efficiency of diluents, mistakes are often made. While one can 
searcely go astray in adding alkalies to the fluid ingested in acute 
cystitis, it is very different with the chronic form. In this the 
urine is often alkaline, or ready to become so on the slightest 
addition of alkalies to the blood. Such alkalinity of urine in turn 
favors decomposition, the effect of which is to convert the pus, 
if present, into a tenacious, glairy fluid which the bladder cannot 
evacuate. Notwithstanding this tendency, liquor potassae and 
other alkalies are sometimes administered under precisely these 
conditions—adding fuel to the flame. The indication under these 
circumstances is to render the urine acid, if possible, altho the 
means to this end are unsatisfactory. Benzoic acid has the repu- 
tation of doing this, and it probably is true of it when adminis- 
tered in sufficient doses. It may be given in the shape of a five- 
grain capsule, of which six must be given in a day to produce any 
effect. The same property has been assigned to citric acid, but 
this is a mistake, as all of the vegetable acids, when ingested, 
are eliminated as alkaline carbonates.” 

The use of alteratives, such as sandalwood oil, in five to ten 
minim doses in capsules three times daily on an empty stomach 
often has a very valuable effect. 

A good fluid extract of corn silk, as that of Eli Lilly & Co., 
frequently gives service. 


SURGICAL. 


If the cause of the cystitis be stone in the kidney or bladder, 
or new growth, etc., which is amenable to surgical relief, such 
shovld be sought at the earliest opportunity. 

Reasonable rest in a recumbent position must be had. En- 
forced rest thruout an acute exacerbation is imperative. 

The bladder in these cases never completely empties itself, 
ana altho the healthy urine is not only sterile but antiseptic, yet 
there are certain predisposing factors that invite infection, which, 
when once present, is very difficult to get rid of without resort to 
bladder irrigation, which is frequently too long neglected, and 
when attempted, is performed so rudely and carelessly as to in- 
crease the very danger from which relief is sought. 

There are many methods and numerous devices for doing this, 
but none simpler or more practical than a fountain syringe, 
sufficient tubing, a twoway stopcock and soft rubber catheter. 
The syringe should be as clean as possible and filled with a ster- 
ilized normal salt solution. The catheter, which should be thoroly 
steriized, may be moistened with glycerine. After the solution 
has been permitted to run until the catheter is warm, it may be 
introduced under the strictest condition of cleanliness possible, 
and the residual urine drawn off before any of the solution passes 
into the bladder. If there is any distension of the bladder, it is 
well to cautiously observe the pulse lest too great a withdrawal 
of the urine at once produce collapse. One must let the solution 
gradually flow from the syringe, which may be hung on a bed- 
post or convenient nail, until one, two or three ounces have been 
injected, as the case may require, when, by closing clasp on tube 
of syringe and using stopcock, the washings may be conducted 
into some suitable receptacle. It is essential to repeat this until 
the washings are clear. It is not advisable to distend the bladder 
sufficiently to produce the urgent desire to urinate. Sterilized nor- 
mal salt solution is detergent, antiseptic and healing. 

Should there be much irritadiity, the irrigation may be fol- 
lowed by codein sulfate, one grain to the ounce, which may be 
left in the bladder for some time. This is a sedative and has 
some curative action. 

Borie acid, because of its limited penetrability, seems to give 
little satisfaction over the salt solution. Iodoform would be more 
valuable were it soluble in water and devoid of its tendency to 
produce abscesses. Borolyptol is frequently of considerable serv- 
ice. Nitrate of silver, one-fourth to one-half grain to the ounce 
in well-studied cases, after all other measures have failed, is 
usually of markt benefit in diminishing pus and stimulating the 
healthy granulation. 

To recapitulate: By removing the cause; by being comfortably 
clad; having reasonable rest; avoiding fatiguing exercise; ab- 
staining from stimulants, condiments and using principally a 
milk diet; drinking copiously of aerated distilled water; render- 
ing urine acid; regulating the habits. judiciously employing ano- 
dynes and systematically irrigating the bladder, a cure can ocea- 
sionally be effected and frequently a patient’s life can be ma“e 
worth living— 


And, perchance, the country doctor’s name 
Written on the deathless scroll of fame. 
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ABDOMINAL SECTION FOR PUS-TUBES.* 


BY A.C. BERNAYS, A. M., M.D., M. R.C. S. ENG., ST. LOUIS, MO., 
Vice-President Western Surgical and Gynecological Association. 


This patient is 26 years of age, single, and gives a history of 
gonorrheal infection some months ago, followed by an inflamma- 
tion of the uterus and later on of the tubes. She now presents 
a typical picture of pyosalpinx—for which there is no relief ex- 
cept by surgical procedures. Examination of the pelvis reveals, 
too, that the inflammatory deposits lie high, so high, in fact, that 
it would be unwise to attempt removal of the abscesses by the 
popular vaginal route. She, therefore, has been prepared for 
an abdominal section, which we will now perform. 

An incision is made near the median line, cutting thru the 
rectus muscle rather than in the exact mid-line as was formerly 
done, making a clean cut in skin, muscle and fascia, as bruising 
of the tissues by too much handling, stretching and tearing tends 
to retard healing. The peritoneum now being reacht, it is caught 
up by two forceps and cautiously divided with the knife, care 
being taken that no omentum or gut is injured. In such cases 
there has been more or less peritonitis, and as a result, the in- 
testines and the omentum are often not where they are expected 
to be, and occasionally are found adherent to the anterior wall of 
the abdomen, where they might be cut by an incautious operator. 
The peritoneum being opened enough to admit the index finger, 
it is pulled well forward and the opening enlarged to the extent 
of about six inches with scissors. A good, free opening is neces- 
sary to effectually deal with the conditions which are now ap- 
parent to all. 

A mass of adhesions are visible, completely shutting off the 
pelvis from the rest of the abdominal cavity—a barrier against 
the further spread of the infective process. As the edges of the 
wound are separated the large abscesses of the Fallopian tubes 
come into view and show what a task.is yet before us in effect- 
ing their removal. The conditions prove that any operation 
thru the vagina must have proven abortive as the abscesses ace 
welded to the intestines in many places and so adherent to the 
walls of the pelvis that any attempt to pull them into the vagi- 
nal field of operation must of necessity have resulted in their rup- 
ture and flooding the lower part of the abdominal cavity with 
pus. It is, indeed, not unlikely that they will be ruptured by 
our efforts from above, but if so, we are in position to effectually 
protect the viscera from contamination by the application of our 
gauze pads. 

A hemostatic forcep is caught upon each edge of the perito- 
neum to facilitate closure at the proper time and the _ table 
thrown into the Trendelenberg position to relieve us of the neces- 
sity of constantly trying to keep the intestines away from the 
field of operation. They are often very troublesome when the 
patient has not been freely purged, and even when free catharsis 
has been obtained, they are sometimes very annoying in hys- 
terical patients, in whom the colon is frequently distended to an 
extreme degree. From some cause the intestine in this case is 
so widely distended as to render further progress impossible until 
it is emptied. A large aspirating needle is, therefore, thrust into 
the gut and the gas allowed to escape. When the emptying has 
progrest to a satisfactory extent. we insert a purse-string suture 
around the needle and then withdraw the latter. closing the open- 
ing instantly by traction on the silk; and then the hole is buried 
with two or three Lembert sutures. The intestines now sink to- 
ward the diaphragm, save where held by adhesions, and are out 
of harm’s way when protected by the sterilized gauze pads now 
introduced. 

The upper part of the peritoneum and the viscera being well 
covered, I now attempt to liberate the intestines from the walls 
of the abscesses. This is a very difficult task in this instance. 
I do not believe that in more than twenty years’ work I have 
seen worse adhesions than these between the intestines and the 
abscess-walls. It is a matter of the greatest importance that 
these adhesions be broken up without tearing into the lumen 
of the howel, so the direction of force is ever toward the tube 
rather than the gut. As a result, the abscess wall bas ruptured 
at this point. and the stinking pus is pouring out into the gauze. 
Tt is now evident that at this point there was a weak point in 
the wall of the tube—an ulcerated snot. Now that the abscess is 
empty, the necrotic snot is quite apparent to all. 

Proceeding with the separation of the adhesions, T have at 
last liberated the two distended tubes and am able to lift the 
uterus upward ard forward and examine it more carefully. Tt 
is an enlarged uterus, and it is undoubtedly so seriously infected 
as to necessitate its removal. T shall follow the Kellv procedure 
in this case: bisecting the uterus from above. As this is done. 
it mav he noted that there is no hemorrhage of any moment, just 
as Kelly claims to be usually the case. 


*A clinic held before the St. Louis District Medical Society. 


A silk ligature is now applied to the outer side of the tubes, 
first upon the one side and then upon the other, and the tissues 
divided down nearly to the uterine arteries. A second ligature 
is easily past around the uterine artery, and we are able to cut 
the broad ligament on each side and amputate the uterus just 
above the cervix without the loss of any blood to speak of, It 
is unfortunate that we have here no fold of peritoneum with 
which to cover the stump of the uterus as we have in hysterec- 
tomy for fibroids; so we will have to depend upon drainage and 
the reparative powers of the omentum to effect a cure. 

The pelvis is, therefore, dried carefully with gauze and then 
the protective pads withdrawn. The pelvis is now seen io be 
comparatively free from blood and can safely be closed by the 
use of two drainage-tubes in a manner which I believe has saved 
many lives for me. The omentum is pulled down over the stuinp 
of the uterus and the denuded surfaces where the uterus was 
cut away and two glass tubes, envelopt in gauze, are crost «nd 
carried to the bottom of the cul-de-sac. The introduction of the 
tubes in the form of a cross enables one to drain each corner of 
the pelvis much more effectively than can be done with a single 
tube; and the use of the gauze gives the advantage of capillary 
drainage in addition to that secured thru the tubes. 

The incision is closed with thru-and-thru silkworm gut su- 
tures, which do not include the muscle fibers. If those surgeons 
who advocate the sewing of the muscle or its inclusion in the su- 
tures would pause to think, they would realize the absurdity of 
their methods, for any constriction of muscle-tissues, such as 
must be produced by a suture, for example, will result inevitably 
in atrophy of the tissue included in its grasp, thus preventing 
rather than assisting the healing process, For this reason the 
suture is made to include the skin, the fascia, the sheath of the 
rectus and the peritoneum only. If care is taken to include 
these carefully and not to tie the stitches too tightly, ideal heal- 
ing can generally be secured by this method of closing the abdo- 
men. When drainage must be used, as in this case, the method 
of closing by layers with the buried catgut sutures would be 
highly objectionable. 

A large mass of sterilized gauze around and over the tubes 
with a pad of cotton and a retaining bandage completes the 
dressing. 

There is no reason why this woman should not make an ideal 
recovery if the drainage be carefully attended to. This is of the 
greatest importance where pus has contaminated the walls of the 
pelvis, as in this case. Perfect drainage gives safety; imperfect 
drainage gives death. 

The question is askt: Why not irrigate in this case? [vriga- 
tion is practically a thing of the past in my work. Far hetter 
results are chiaiacd by carefully catching any escaping infective 
material, like pus or feces, on gauze pads, and then at the con- 
clusion of the operation thoroly cleaning the pelvis with dry 
gauze and providing free drainage of whatever fluid may escape 
into the pelvis. No system of irrigation can effectually clean the 
peritoneum, and the introduction of large quantities of . fluid, 
therefore, only tends to spread the infective material to parts of 
the peritoneum not otherwise infected, thus doing far more harm 
than good. 


OPERATION FOR APPENDICITIS WHICH DID NOT EXIST.* 
BY E. N. WRIGHT, M. D., ATOKA, IND. TERR. 


Having been requested to prepare a paper on surgery for this 
convention, I have concluded to give the history of an operation 
on a patient who fell into my hands in September, 1899, with the 
hopes that my hearers may profit by my honest mistake. Just 
here allow me to state that I am of the opinion that we often 
can profit more by the report of a failure than a success; and I _ 
would urge the surgeons of this convention to make complete re- 
ports of all their failures at each regular meeting of this society, 
when we can have a good discussion on each subject, and be bet- 
ter prepared to handle like cases that are liable to fall into our 
hands any day. 

During the month of August, 1899, my partner and myself had 
a series of appendicitis cases operated upon successfully and 
with complete recovery. On the 9th day of September, 1899, I 
was called nine miles in the country to see Mrs. B—, whom I 
found with a temperature of 102 and rapid pulse, complaining of 
a severe pain in her right side. On palpation I found a large 
tumor about the size of one’s double first, in the region of the 
appendix. She informed me that she had had similar attacks 
during the last two years, but not so severe, Everything consid- 
ered, to my mind it was a case of chronic appendicitis, and so 
informed them, impressing upon the woman and her husband the 
importance of immediate action and recommending bringing her 
to my office where I had the facilities to operate and take care 


* Read before the Indian Territory Medical Association. 
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” of her afterwards. I then put her on opiates to relieve the pain. 
On the morning of the 10th, they brought her in, by swinging a 
cot in the wagon, arriving safely and without any inconvenience 
to the patient. 

I called in my colleague, Dr. Fulton, and we made another 
examination, finding the tumor still very distinct, and her tem- 
perature far above normal; operation was therefore urged. 

On securing consent for operation, I gave a large dose of Ep- 
som salts, also keeping up the opiates, in small doses, and order- 
ing a good bath after the salt had acted. The salt acted nicely, 
and on the morning of the 11th she was taken to my office. She 
claimed to be resting easier; we there examined her again, Dr. 
McClendon assisting us, and found the tumor in the same con- 
dition as before. After she was anesthetised and placed on the 
table, I was finally a little doubtful about the accuracy of our 
diagnosis, as I was of the opinion that the tumor was a little too 
high for appendicitis, and thought we might have to deal with a 
floating kidney. 

I made the incision directly over the tumor. After opening 
into the abdominal cavity, | began exploring for the tumor, and 
to my surprise, found it had vanisht! I so informed Dr. Fulton, 
who was assisting me, He then tried his hand, but found noth- 
ing. I then proceeded to examine thoroly—finding the kidney in 
its proper place, but quite movable; the appendix was well lo- 
cated and normal; the uterus and ovaries were in a good con- 
dition; nothing, in fact, seemed to be wrong—hence nothing re- 
mained for us to do but sew her up, which I did. 

Fortunately for us, no one was in the operating room except- 
ing the doctors and my office attendant; otherwise I would have 
had a difficult time in explaining affairs. The operation being 
completed, she was placed in her room and rallied nicely from 
the anesthetic. She soon afterwards past a very large quantity 
of urine. 

Her temperature at 7:30 p. m. was 101; next morning it was 
normal, rising to 991% at noon and remaining so for an hour or 
two, then dropt to normal and remained so thruout the remainder 
of her convalescence. 

I operated on Monday at 2 p. m.; the following Sunday I re- 
moved the dressing, and found union by first intention, and on 
Wednesday (three days later) I removed the stitches. She was 
anxious to return home, so on the Sunday following (just four- 
teen days after the operation) she left—a very happy woman to 
think she was at last relieved of the troublesome tumor; and I 
avery happy doctor to get her off my hands! I told her that 
she might be troubled again, and if so, I would be compelled to 
operate again, and perhaps remove the kidney! For I was con- 
vinced after considering carefully every condition that the trou- 
ble was nothing more or less than a floating kidney with some 
of the complications that are liable to follow (such as twist and 
temporary hydronephrosis); when the patient was thoroly an- 
esthetized the constrictions were relieved, resuming its normal 
position, which releast the collection of urine—hence the passing 
of the extra large quantity of urine so soon after the operation. 

This case has imprest upon me the importance of always 
examining like cases under an anesthetic, if we expect to make a 
perfect diagnosis, or if we have any regard for our future sur- 
gical success. 


REDUCTION OF COMPOUND FRACTURES BY EXTENSION 
' AND EXTERNAL MANIPULATION WITH THE USE OF 
STERILIZED INSTRUMENTS ONLY IN THE WOUND.* 


BY HAL. C. WYMAN, M.S., M. D., DETROIT, MICH., 
Professor of Surgery in the Michigan College of Medicine and Surgery. 


The one distinctive feature of compound fractures is their 
openness—open to the air, open to foreign bodies, and open to 
the surgeon’s fingers. This would not signify anything sufficient 
to deserve especial attention, were it not for the fact that open- 
ness means danger of infection, and infection means suppuration, 
fever, protracted illness, and sometimes death. 

There are different degrees of infection, dependent upon the 
kind of micro-organisms which get into a compound fracture; 
and so the conscientious surgeon treats a case of this kind in such 
manner as to permit of the least possible infection—a mixt infec- 
tion being worse than one with, for example, the staphyllococcus 
pyogenes aureus alone. 

Every surgeon who has had many cases of open fracture to 
treat has seen some of them recover without fever, pus, or any 
untoward events. But such issue is rare, for the reason that the 
open fracture is usually infected before the doctor is called to see 
it. Soiled clothing, soiled skin, dirt of the shop, field, and street, 


are apt to get into the wound at the time of or immediately after 
the injury. 


*Abstract of paper read before the Wayne County Medical Society. 


Sometimes the medical man who is called to the accident is 
more enterprising than thoughtful and careful. He thrusts his 
fingers into the wound, drags out clots and pieces of bone in a 
search for foreign matter and an endeavor to adjust the fracture; 
and thus infects the wound with a variety of micro-organisms not 
there before. 

We all know that a wound is capable of taking care of a cer- 
tian amount of infecting material, but just how much has not to 
my knowledge been determined; if the doctor introduce an excess 
he is guilty. 

We will say for illustration that a compound fracture of the 
leg involving both bones in the lower third of the leg, the result 
of a runaway on a country road, will take care, without detri- 
ment, of all the germs that get into the wound during two hours 
that may elapse after the accident before the doctor.gets there, 
unless it happens that the broken bones protruding from the 
wound have been ground into the dust and filth of the road. Now 
if the doctor will carefully approximate the fragments without 
putting his finger into the wound, using sterilized forceps and 
gauze to remove clots and fragments, and put the limb into 
proper position (being sure that no “dead spaces” sre left among 
the soft parts) put in a little drainage and then cover all with 
antiseptic gauze and cotton he may possibly secure almost as 
prompt and ideal healing as with a simple fracture. The attend- 
ant frequently does too much—and thereby adds infection and 
danger. 

The greatest care should be taken to avoid rubbing or floating 
anything from the surface of the skin into the wound. Before 
any washing is done, the wound should be effectually plugged 
with aseptic material. Then, when the cleansing of the surround- 
ing surface is finisht and the fragments have been so far as pos- 
sible adjusted by extension, the plug should be removed and the 
wound carefully cleansed of all accessible foreign matter. If 
there is visible dirt it may be floated out with 1:2000 sublimate 
solution. 

If loose fragments are present and they are displaced and 
inclined to ride up into the wound, they should be carefully 
crowded into a position where they will unite properly. The ordin- 
ary artery forceps, sterilized by boiling, is a good tool for this 
purpose. If the surgeon’s fingers must go into the wound before 
he can feel safe about approximation of all fragments and perios- 
teum, let him wrap them first with sterile gauze or use a sterile 
rubber glove. 

It is doubtful whether the hands can by any system of wash- 
ing and use of chemicals be made clean enough to make them al- 
ways safe to use in contact with the fragments in a case of com- 
pound fracture. In fact in all emergency work the dirty hand is 
the menace of good results. 


ABDOMINAL SECTION FOR OLD ADHESIONS—ONE FOR 
FIBROID TUMOR AND ONE FOR COMPLICATED 
PELVIC LESIONS.* 


BY EMORY LANPHEAR, M.D., PH. D., LL.D, ST. LOUIS, MO., 
Fellow and President of the St. Louis Academy of Medical and Surgical Sciences, 
Gynecologist to St. Joseph’s Sanitarium. 


The first operation to-day is an abdominal section for corree- 
tion of evils resultant from former operative procedures. The 
patient is about 35 years of age, single, of excellent general 
health, but suffering greatly from abdominal pains and dragging 
sensations—so severe at times as to render her wholly incapable 
of performing her duties as seamstress. She has had five ab- 
dominal sections, for various causes, the first having been an 
oophorectomy for some hysterical manifestations, the later ones 
for the correction of troubles arising from the first procedure: 
(1) removal of a remnant of tube which kept up menstruation; 
(2) removal of an infected area in the broad ligament—operative 
abscess; (8) removal of irritating silk ligatures on both sides, and 
(4) for intestinal obstruction due to adhesive bands; at least this 
is the inference from the account given by the patient. All of 
these, it will be noted, were due to the faulty technic followed 
some years ago by most operators. And it seems probable from 
an examination now that her present suffering may be dependent 
upon improper closure of the abdominal wound at the last opera- 
tion some six years ago. As long as she is quiet or lying she is 
comfortable, but on attempt to stand erect there is a dragging 
upward upon the scar and much discomfort—aggravated by mo- 
tions like running the sewing machine and quite intense (at 
times) on bowel movement—especially colonic. 

It is probable that we shall find the omentum tightly ad- 
herent to the line of suture, possibly attachment of the colon 
also, and a chronic appendicitis, 

Upon excision of all the scar-tissue in the skin and subja- 
cent tissue, the peritoneum is exposed and found to be immensely 


*Report of a Clinic held before the St. Louis District Medical Society. 
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thickened and apparently adherent to omentum and viscera over 
an area at least three inches wide and six or seven long. It is 
therefore opened at one side of the underlying mass and the in- 
side of the abdomen carefully explored. The omentum has been 
caught—evidently—by some of the “thru-and-thru” sutures and 
has firmly adhered to the parietal wound at every other one of 
the stitches. This is easily demonstrated by attempts at sep- 
aration of omentum from the anterior belly-wall: every half inch 
or so there is a point which can scarcely be torn, while the in- 
tervening spaces are readily separated; here and there the ad- 
hesions being so dense as to require scissors to cut the omen- 
tum. Having finally freed the parieties from all the underlying 
tissues except at a point near the umbilicus, we turn our atten- 
tion to this spot and find that the transverse colon is _ firmly 
bound to the abdominal wall in such manner as to cause dis- 
comfort at every attempt of the bowel to force its contents for- 
ward. This woman undoubtedly hdd ample cause for all her 
complaint. In liberating this intestine the greatest care has to 
be exercised not to tear into the lumen of the gut. Now that it 
is freed it is turned in upon itself (slightly narrowing the caliber) 
so that the raw surface may be buried by a few stitches between 
the margins of healthy serosa surrounding the torn area; this 
being to prevent further adhesions. In abdominal surgery to- 
day every careful operator tries to cover every point with healthy 
peritoneum so that subsequent operation for liberation of adhe- 
sions may not become necessary. For this sewing the finest mil- 
liners-silk is employed, practically the only place where I use 
silk in my surgical work. 

The omentum at the lower part, where it was adherent, is 
“balled up” and thickened—being at least two and a half inches 
thru over an area of about four by six inches. This is cut off 
and thrown away; and in the center of the mass will be found 
(if any one chooses to examine it) an unabsorbed silk ligature 
applied years ago to check bleeding. The omentum, you will 
note, is not first ligated en masse and then cut away—nor even 
in sections—as was formerly done by abdominal surgeons; but 
the large vessels are located and tied with catgut before any- 
thing is cut, and as the huge lump of fat is cut off two or three 
bleeding points are caught by forceps and ligated with catgut 
as in any other part of the body. The two layers of serosa are 
brought together with a running stitch of finest catgut. All this 
work is to prevent formation of new adhesions. 


NORMAL APPENDECTOMY. 


The appendix is next brought into view. It is not diseased, 
but is more than six inches long. It is removed and the stump 
buried just as if it were the site of inflammatory changes; an 
appendix in a bottle is better than one in a_ belly. Every one 
should be removed whenever within reach of the fingers of the 
surgeon; whenever the abdomen is open and the appendix accessi- 
ble, prophylactic appendectomy is proper if the condition of the 
patient is not critical. 

The intra-abdominal work being now completed, the parietal 
peritoneum is cut away on either side of the incision until sur- 
faces uninjured in separation of adhesions can be brought to- 
gether, and they are then sutured with fine catgut, here and 
there including a few fibers of the under surface of the rectus 
muscle. : 
METHOD OF CLOSING ABDOMINAL CUT. 


This careful method of separate closure of the peritoneum is 
of great importance. If a very small hole be left thru which even 
a little corner or knuckle of omentum can protrude epiolocele 
will follow and eventually a large ventral hernia result. So the 
most extreme care is exercised in closing the peritoneum, This 
being done, the sheath of the rectus is likewise sewn together— 
this also being of much importance. Then a few stitches are in- 
troduced to bring other structures together and finally the cut 
in the skin is closed by a buried catgut stitch. This is the ideal 
method of closure in non-infected cases. When drainage is to 
be employed (now very rarely, thanks to improved technic), the 
peritoneum is closed with catgut to the point of drainage and 
the other tissues with silkworm gut—which, of course, has to be 
removed. 

REMOVAL OF FIBROID TUMOR. 


This second woman is single, 48 years of age, a seamstress 
many years and always well until about three years ago, when 
she began having too free menstrual flow, and later an irritation 
of the bladder. Soon afterward she found a small tumor, easily 
felt thru the thin abdominal wall, just above the pubis. This has 
slowly grown until it now reaches well above the umbilicus. It 
is, without doubt, a uterine tumor—probably fibroid. Her con- 
dition is such (from loss of blood and some other causes which I 
cannot positively identify) that greatest haste is necessary in 
making the hysterectomy. 

The abdomen is opened at one stroke of the knife—indeed, 
the tumor itself is slightly cut—and the mass delivered. A ster- 


ilized pad is placed behind it to keep blood from running into 
the belly and removal begun. A long clamp is applied to the 
broad ligament outside the tube and ovary and another very close 
to the uterus. The tissues are cut between these clamps, the 
ovarian artery isolated and tied with catgut as any other artery 
would be ligated and the outer clamp removed. It is slipt far 
enough down to include the uterine vessels in its grasp and 
closed; and another clamp put close to the uterus. The tissue be- 
tween is cut, and the open end of the uterine artery stands 
plainly into view. ; 

A similar plan is followed upon the left side. 

The peritoneum upon the anterior surface of the lower part 
of the uterus is cut across and pusht down far enough to get a 
good covering for the little surface of the cervix which will be 
exposed when the uterus is cut away. A smaller “cuff” is made 
on the posterior surface, and with curved scissurs the uterus is 
cut from its only remaining attachment: the cervix. There is 
an alarming spurt of blood from the left side—showing either 
that the uterine artery is so low that it has not been caught in 
the clamp or that an unusualy large vessel has grown below 
the uterine. The bleeding is controlled by pressure of the finger, 
the blood wiped away and a catgut ligature past around the 
bleeding point, carried by needle thru some surrounding tissue 
so as not to slip off, and tied. The uterine vessels are now li- 
gated with catgut and the clamps removed. , 

Next the “stump” of cervical tissue is buried by a few cat- 
gut stitches, and last of all a “running suture” of fine catgut 
brings the two cut edges of serosa over the raw surfaces in the 
broad ligaments and below, so that at the conclusion of the pel-. 
vie work one can scarcely see where any operative work has 
been done—certainly no troublesome adhesions can form. 

The abdomen is closed as in the other case and an abundance 
of bichloride gauze and sterilized cotton applied to protect the 
wound, 

PECULIAR UTERINE TUMOR. 


This third woman is single, 41 years old, servant, always well 
until she had “la grippe,’ two years ago, tho for some time be- 
fore she had noted free menstrual flow. She did not thoroly re- 
cover from her illness, it seems, as backache,.a dragging in the 
pelvis and other symptoms of uterine disease persisted. Exami- 
nation shows a tumor about the size of a rather large kidney, © 
freely movable, returnable to the position of the left kidney, but 
not the right, and presenting most of the evidences of wandering 
kidney. It is not positively identified as such: it may be the 
spleen, or—most likely—an ovarian or even a uterine tumor with 
an extremely long pedicle; but it would seem not to be of uterine 
origin, for the reason that it is hard, very hard, while the whole 
pelvis is closely filled with a soft, uterine myoma—and the soft 
edematous myoma is not often associated with a hard fibroid. 

Upon opening the abdomen we find the upper mass to be an 
exceedingly hard fibroid of the uterus with a very long pedicle 
attacht rather low upon the side of the uterus, which prevented 
its being moved beyond the median line toward the right, and so 
gave rise to the suspicion of wandering left kidney. The pelvis 
is jammed full of this myoma, so full that it is only by great 
force it may be emptied; indeed, it seems that a V-shaped sec- 
tion may have to be cut out before the mass can be delivered. 
This would be bad with these tremendous veins running in every 
direction just beneath the serosa. An extra pull at last liberates 
the tumor; and we will remove it practically as was the fibroid 
taken from the other patient. 

The only point of especial interest is that the serosa of the 
sigmoid has been torn away by my violent manipulations and has 
to be carefully sewn over. 

* * * * * &* 2 

There is no reason now apparent why all of these patients 
should not make ideal recoveries. The waxy, “cachectic” ap- 
pearance of the second woman may depend upon some hidden 
cause which will retard convalescence, but so far as the hyster- 
ectomy is concerned, there should be absolutely no trouble if we 
have been as nearly aseptic in our work as we have tried to be. 


It is now claimed by Fournier that all buccal leukoplakia 
cannot be traced to syphilis. He recently studied 324 cases; of 
these only 259 were syphilitics, and so he believes that the d's- 
ease can and does appear without previous luetic infection. He 
notes the frequency of the disease in users of tobacco, and says 
that the use -(or, rather, the abuse) of tobacco, offers a predis- 
posing tendency to the development of leukoplakia. Cancer fre- 
quently develops upon this basis, he finds, in about 29 per cent. 
The disease does not yield to antisyphilitic treatment, altho the 
author does not deny that it may be a parasyphilitic disease, 
that is, a disease derived from a casual syphilis without being 
exactly syphilitic in nature. Its tendency to degenerate into a 
malignant form and the fact that many luetic persons suffer from 
it, makes leukoplakia a formidable disease. 
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A REPLY TO DR. LANPHEAR’S CRITICISM OF THE 
METHODS OF EASTERN SURGEONS. 


BY SENECA D. POWELL, M. D., NEW YORK, 
Professor of Surgery in the New York Post-Graduate Medical School. 


Referring to the editorial in the December issue of the Ameri- 
can Journal of Surgery and Gynecology, I beg to thank the edi- 
tor for his candid criticism of Eastern surgeons. Such frank 
speech brushes away the cobwebs and mist from our eyes and 
makes us “see ourselves as others see us.” In this way the pro- 
fession at large is benefited, tho a few have suffered a little from 
the “mortification of the flesh.” Personally, I reserve the privi- 
lege to myself of taking refuge under the saving clause, “To be 
sure there are some exceedingly clever operators in New York 
City; a few careful asepticians,” and thus I greet the editor and 
abuse the other fellow. 

Everyone here knows that reference is made to me when 
speaking against the operation of craniectomy, as performed in 
New York; or is the editorial designed to be against the opera- 
tion? Don’t it rather admit in that clause that the operation has 
proven such a failure in Western hands that it was abandoned? 
Was the mortality so great, or in what constituted the failure? 

I have operated upon -over 300 cases with a mortality of 5 
per cent and have shown improvement in over 20 per cent. Some 
of these cases have been shown at the Academy of Medicine by 
Dr. Hammond and others, while I have shown many of them at 
my clinics at the Post-Graduate Hospital. Over a dozen that 
had never walkt, many that had never talkt and four that were 
blind were all relieved after operation. These are all facts which 
have been proven and can be proven again. 

A grave mistake is made in calling these children “idiots.” 
They are not idiots. ,It is true they become idiots if relief is not 
given, but in the East this relief is to be had, notwithstanding the 
fact that we incur the disapproval of the Western surgeons by 
so doing. 

If one child out of every hundred is lifted from the plane of 
an animal to that of a human being, then the operation is not 

‘only justifiable, but it is demanded. I have done very much bet- 
ter than that, as my results have shown. Especially is this 
operation justifiable with such a low death rate. 

I have the courage of my convictions and shall continue to 
urge the profession at large to accept them, tho 1 fear “dismal 
failure” with some—short of a “craniectomy.” 

Let me thank the editor for his reference made to my method 
of treating suppurating wounds or abscesses, and at the same 
time call attention to the closing words of the article: “And in a 
surprisingly large proportion of cases immediate union is secured 
without further suppuration. It certainly is worthy of further 
and careful experimentation, especially by railroad surgeons.” 

If a “large proportion” of cases are rendered aseptic under 
my hands, shouldn’t one think that it has past the period of ex- 
perimentation? Haven’t I demonstrated it to be a fact that I 
can and do convert an abscess or septic wound into an aseptic 
one in one dressing? 

Further on I am quoted again and my method of sterilizing 
my hands with 95 per cent carbolic acid is described, but the 
statement is added: “Tho they are finally immerst in bichloride 
solution.” I am very sorry to have to object to this, but I 
have not used bichloride under any circumstances or conditions 
for eight or ten years, as I do not believe it to be a germicide of 
any practical value. To demonstrate the value of a germicide 
one must be able to convert a septic wound into an aseptic one, 
and this can be done only by “Powell’s method.” 

Shake us up again—it will do us all good and will establish 
a closer and better feeling between the East and West. 


WHO SHOULD OPERATE AND WHEN?—SOMETHING OF 
THE RELATION BETWEEN THE PHYSICIAN 
AND THE SURGEON.* 


BY CLARENCE H. VAUGHT, M.D., RICHMOND, KY., 
Surgeon for the Louisville and Nashville Ry. 


I trust you will pardon me for presenting an article on any 
subject at this time; and especially on the one I have chosen. I 
am constrained to believe you will, as in this country even the 
most humble has a right to be heard, whatever his vocation or 
calling may be. I do not feel that I have any right to dictate 
to your society or any member of the profession a new line of 
policy or te suggest anything new in professional etiquette; nor 
would I assume to have; yet I claim to be one of you, and as 
such I have a perfect right to give you my personal ideas on any 
subject that concerns us as members of the medical profession 


*Read before the Madison County Medical Society. 


and of this society. As such, I present this article on: First, who 
should operate? second, when should operation be done? and 
third, what should be the relation between the surgeon and the 
physician? 

I believe there are hundreds of deaths occurring annually all 
over this country from distinctively surgical causes which should 
and would have been prevented had surgical rather than medic- 
inal treatment been instituted at the proper time. But on the 
other hand, I am just as well satisfied that quite a number of pa- 
tients die from the plan of that class of surgeons who wait to 
see if “something will turn up,” as well as in the work of those 
whose ideas of the importance of correct technic or the anatomy 
of the special parts affected is at fault. Yet if we could strike a 
balance, I am satisfied that it would show a much larger mor- 
tality from the former than from the latter class, I say this 
because I believe there are at this time comparatively few men 
in the medical profession who will attempt an operation who are 
not more or less familiar with the anatomy of the field proposed 
to be invaded, nor are there many who will attempt a capital 
operation (except perhaps in emergency) who have doubts of the 
correctness of their technic; and I might add, the impossibility 
of doing anything surgical without the most thoro aseptic pre- 
cautions, 

Just how ideal asepsis may be obtained is sometimes a very 
difficult problem; yet in the most humble homes one will find soap 
and water which, when well applied, will accomplish a great deal. 
While I do not think this all that is necessary to accomplish sur- 
gical cleanliness, it certainly plays a most important part in se- 
curing it. When I see an alleged “surgeon” who ¢ares little about 
this matter of asepsis, I at once conclude that he is a very dan- 
gerous operator; but the surgeon who does his best to secure as 
nearly ideal conditions as possible, who is careful about the most 
minute detail, is the one that has started right, and the prob- 
ability is that he is the only one that will come out right. I be- 
lieve a very poor operator who is conscientiously clean will get 
better results from his procedure than will the expert without 
asepsis. So I am sure there is nothing connected with the whole 
subject of operative surgery of more importance than scrupulous 
cleanliness; with faulty technic added to filth the mortality will 
be (and alas! often still is—in some parts of the country) just as 
high as in the days of long ago. It is a humiliating thing to ad- 
mit, but it is true, that in this closing year of the nineteenth cen- 
tury there are men operating who are as utterly regardless of 
the details of surgical cleanliness as were the surgeons of the 
eighteenth. 

Who should operate? This is certainly a very important ques- 
tion, yet if I had to answer it I would say that in almost all 
cases except the most intricate, any member of the profession 
who knows the anatomy, who has both native and acquired abil- 
ity, who knows how to render aseptic the field of his proposed 
procedure, who has seen the work done, and who can feel the re- 
sponsibility of the undertaking. I have seen some members of 
the profession that cared little for the result; to do the operat’on 
was the thing most desired, unless there happened to be a good 
fee—in which instance the financial consideration overshadows 
all. At the end, such fellows as these should not be permitted 
to get near enough even to see the work done. In addition to the 
qualities above stated, the true surgeon is the one who feels that 
he has a professional, as well as moral, right to proceed. I am 
glad to say that now almost every community has at least one 
such man in the profession. I think the time should be past 
when a physician or surgeon such as above described, living in 
the smaller places of our country, is compelled to take his or- 
dinary abdominal sections (such as appendical cases, pyosalpinx, 
fibroids, ete.) to that large, tho eminently respectable class known 
as “specialists,” who live in the cities usually—the ones who pros- 
per on country cases and give the regular attendant for his part 
of the fee the privilege of seeing how easy it is to operate if you 
just know how. I want to say right here, gentlemen, if you hap- 
pen to be guilty of not knowing how to handle a simple operation, 
call in one of the doctors that I have imperfectly described: the 
conscientious, honest kind. He will help you out, and you can 
find such a one in almost every place of 1500 people, or even in 
smaller places than this. I believe the country districts to-day 
have many such. 

Now I would not have any one believe that I underestimate 
the worth of specialists, particularly those whose practice is con- 
fined exclusively to surgery. On the other hand, I know many of 
them who are ornaments to our profession; who represent the 
best skill to be found; and for whom I entertain the profoundest 
respect. ’Tis to this class that you and I go for inspiration and 
to be taught or to be shown how to do the work that I am ad- 
vocating in this paper that we should do ourselves. I am sim- 
ply trying to make the point that ALL our cases which demand 
surgical attention cannot have a Price, a Deaver, a McBurney or 
a Kelly. Even if they could, we should see to it that the easier 
eases do not go to them—we should be so well equipt that neither 


- 
gat 
4 
| 
| 
f 


90 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


we nor the patients would doubt our ability to operate satisfac- 
torily on any but the most intricate and complicated troubles that 
demand surgical interference. Of course, there are many who 
prefer, and are able, to get more experienced operators; but this 
should not disconcert us, for people have always done this, 
here and elsewhere; and tho they fall into the hands of a char- 
latan, they think he is far superior to the “home product,” even 
should that be the best in the country. So if the people are satis- 
fied we should be! 

There is, however, yet a larger class which cannot reach the 
great surgical centers—for many and varied reasons obvious to 
all. It is with this class that most of our surgical skill will have 
to deal; yet they demand, and should have, just as good and close 
attention as the wealthy class. It remains with us to see that 
they get it. I well know how hard it is to convince these people 
(as well as the former class) that surgery is the only rational 
treatment when such is the case. Many times we are askt to do 
all else before the patient will consider, for a minute, surgical 
measures, Usually, indeed, we have to wait until a conference is 
had between the near relatives (as well as the distant ones, often 
to the third or fourth generation) as to whether they think an 
operation should be undertaken; then we are told that if we are 
sure the procedure will be successful, we can, cautiously, go on. 
Now while all this is going on, we have the disease progressing. 
Perhaps it is a case of acute appendicitis; and during the delay 
a large abscess has formed, when, of course, the operation as- 
sumes a much graver aspect. If the patient dies, we, and not 
the delay, are blamed for the fatal ending. 

When should we operate? It will be noted from what I have 
said above that I am an advocate of early operations, because I 
believe this to be the latest teaching for that class of cases in 
which we are satisfied that medicinal treatment offers little; for 
instance: in appendicitis, tubercular peritonitis, pyosalpinx, chole- 
cystitis, and other conditions that I do not at this moment recall. 
If we wait in these cases (as some will be compelled to do) we 
are liable to have a septic infection to deal with, added to the 
original trouble, which makes our chances for doing a successful 
operation very much less; and often means the death of the pa- 


tient. So I do not know what can be gained by delay—except the. 


risks I have mentioned, 

At a meeting of the American Medical Association, held at At- 
lantie City in June (at which I had the pleasure as well as the 
benefit of attending), I heard a discussion of “appendicitis, and 
when should operation be done?’ by the ablest surgeons of this 
or any other country—led by that distinguisht surgeon and skilled 
operator: Dr. John B. Deaver, of the German Hospital Philadel- 
phia, he being followed by such men as Senn and Murphy, of Chi- 
cago; Thompson, of New York; Price, of Philadelphia, and many 
others. All—with the single exception of Dr. Nicholas Senn—were 
enthusiastic in their advocacy of early operations, Dr. Senn mak- 
ing the point that 80 per cent of these cases would recover with- 
out an operation. Dr. Deaver’s reply was that he was surprised 
to hear a man of Dr. Senn’s known ability make such a state- 
ment; while he would grant that the statement that 80 per cent 
would recover from the primary attack was true, he did not be- 
lieve it right that we should leave 20 per cent unaccounted for or 
to die, while with an early operation 100 per cent of his cases re- 
covered. Deaver further stated that as soon as the diagnosis is 
made in appendiceal cases an operation should be done; more- 
over, he said if one had colic that did not readily yield to treat- 
ment or persistent cholera morbus, the case should be lookt at 
with suspicion—in fact, if there be pain anywhere in the abdo- 
men that one could not account for, with other grave symptoms, 
one is justified to operate for appendicitis. He concluded by say- 
ing that he is doing missionary work in this country; while peo- 
ple are sending money to convert the heathen Chinese he is giv- 
ing both his time and money trying to convert the heathen doc- 
tor in regard to his appendiceal cases that should be operated on. 
Dr. Deaver states his case very strongly, gentlemen, but I am 
persuaded from only my limited experience and observation that 
he is correct and that many of us are guilty of criminal negli- 
gence in dealing with this class of cases, by deferring operative 
procedures until often it is too late. So as I have above stated, if 
one intends to operate at all, he should do it early. 

Now a few words as to the relation between the surgeon and 
physician. I think it should be of the most cordial nature; close 
as that between pastor and deacon in the church; true as the 
feeling said to have existed between Jonathan and David, or 
Damon and Pythias; brothers, if you please; partners for the time 
at least. For certainly both are members of the same profession, 
both are interested in the same thing, viz.: the recovery of the 
patient, and payment of the fee. But alas! as things have been, 
the physician’s interest is often of necessity confined to the hope 
of the recovery of his former patient, as the surgeon takes the 
fee and the case, leaving the physician to wonder how it all hap- 
pened, to go back to his home, find more of the same kind and 
to tell of the wonderful skill of his city friend, the surgeon! That 
some metropolitan surgeons have great skill, we do not question; 


but while they are acquiring this skill they get handsome fees 
from our cases, our patients probably being told that “for our 
locality,” we are the best to be had! This is perhaps all right 
from a purely professional standpoint, but I want to know where 
the physician (who certainly has as much of the responsibility to 
bear as the surgeon) is going to get any remuneration for his 
work, for his time, or for his responsibility?’ In my opinion, it is 
not morally, legally or professionally right that the surgeon 
should get all the money the patient can raise; there should be 
some provision made by the surgeon for the physician whose case 
he gets. I noticed some time ago that some writer said that di- 
vision of a fee between surgeon and physician is not ‘“ethical’— 
contrary to the code. May be that is true; but if it is, the code 
has been changed since I read it. I have, indeed, no doubt it has, 
for so far as my observation goes, it only exists in name, and not 
in deed, and the doctor who lives and dies by it at this time 
should, and no doubt will, be rewarded in the next world; but he 
oftens “gets left” in this. Personally, I will worry along with 
the few surgical cases I get; and if 1 should ever become a sur- 
geon above mediocrity, I know I will have done so by having 
other than my own cases referred to me, and I want it distinctly 
understood that I am honor bound to divide any fee I may get 
from such cases with the physician who treats the case with me. 
By doing this I feel I have done nothing morally or professionally 
wrong—to neither the physician, the patient or myself. 


A CASE OF DOUBLE INTRA-LIGAMENTOUS CYST, WITH 
REMARKS, * 


' BY C. JEFF. MILLER, M. D., NEW ORLEANS, LA., 
Lecturer and Clinical Assistant to the Chair in Obstetrics and Gynecology in the 
New Orleans Polyclinic. . 


A well-nourisht colored woman, 24 years of age, was trans- 
ferred to the gynecologic service July 13, 1900, A history of 
acute illness of two months’ duration was elicited, which pointed 
to some inflammatory condition in the lower abdomen and pel- 
vis. She had been married four years, had never miscarried, but 
had one child three years old. The menses first appeared during 
her twelfth year, and excepting the natural disturbance incident 
upon pregnancy and lactation, the flow had appeared regularly 
every month without pain or variation in the amount. For three 
months prior to her admission to the hospital, however, she only 
menstruated one day in each month and the ‘flow had been scant. 
She had not felt well during these three months. There were 
occasional attacks of pelvic discomfort, constipation and blad- 
der irritation, and once she considered herself pregnant. When 
admitted she was suffering considerably from pain in the abdomen 
and had temperature which occasionally reacht 102 degrees. Be- 
fore she was transferred to the gynecologic ward she had a pro- 
fuse bloody vaginal flow which lasted nearly four days, and she 
felt somewhat better afterwards. Dr. Granger, the interne in 
charge, made a vaginal examination and considered the case one 
of double acute salpingitis, endometritis, with an indurated mass 
in the left broad ligament. She was confined to her bed, laxa- 
tives given and douches ordered twice daily. Ice bags were oc- 
casionally applied over the lower abdomen. Her improvement 
was so pronounced for several days that I made no vaginal ex- 
amination. The temperature was only 99 degrees, the pain had 
subsided and she wanted to sit up. 

On July 22 she was suddenly seized with violent cramping 
pain in the lower left iliac fossa, and she claims a mass developt 
there in six hours which had not existed before. The menses ap- 
peared again and her temperature rapidly increast, until on the 
second day it reacht 103 degrees. She was very much shockt, and 
had almost fainted twice. On examination without chloroform, 
a distinct fluctuating mass was detected in the left iliac fossa. 
which extended upward almost to the level of the umbilicus. The 
abdominal walls were quite rigid and extremely sensitive to 
touch. A hard mass was felt thru the vagina, which at one point 
was fluctuant. The uterus was pusht downward and the whole 
pelvis was so indurated that no organ could be outlined. Rectal 
tenesmus was pronounced. 

As a careful examination had not been made prior to the sud- 
den onset of colic and fainting spells, no conclusion could be 
reacht as to the state of the contents of the pelvis before that 
time. The irregular and protracted menstrual flow, combined 
with the sudden attack of colicky pains and fainting spells. 
strongly suggested rupture of a pregnant Fallopian tube. Two 
days after the sudden attack mentioned above the abdomen was 
opened. Dense adhesions were met with thruout the pelvis and 
lower part of the abdomen. The omentum was unusually long 
and adhered extensively over the ligament masses. Each broad 
ligament contained a cyst; the one on the left being the larger 
and reaching nearer to the umbilicus, The left also showed 
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more evidence of acute and active inflammatory changes than 
the right. Deep in the left ligament, lying close to the uterus, a 
small fibroid about the size of a hen’s egg was found. Various 
small cysts were encountered on the peritoneal surface of the 
broad ligaments (a product of intense inflammation first men- 
tioned by Tait). Both ovaries and tubes were inclosed firmly in 
the inflammatory masses lying behind the cysts. After the ad- 
nexa were freed and the ovarian vessels secured, enucleation of 
the biligamentous cysts was accomplisht after much difficulty. 
Hemorrhage was so general from the raw broad ligament folds 
and the uterine vessels so difficult to reach quickly that it was 
deemed the better plan to pack the folds with gauze after sew- 
ing their edges to the parietal peritoneum about the abdominal 
incision. But the weak condition of the patient and continued 
bleeding suggested a technic much more easily performed and 
gave the patient infinitely better chances for recovery. It was 
considered best to remove the entire uterus and drain thru the 
vagina, This was quickly accomplisht, the raw broad ligaments 
packt with iodoform gauze and the ends drawn into the vagina. 
One-half a gallon of hot saline solution was introduced into the 
veins of the left arm before the operation was completed. The 
patient left the table considerably shockt, but as the technic had 
been perfect her chances for recovery were considered good. Four 
hours after the operation lier temperature was found to be 104 
degrees, and pulse of 132 per minute, but it rapidly subsided in 
three hours to 101, where it fluctuated for four days, and then 
declined to normal. Frequent hot saline enemata were given 
with most gratifying results. The gauze drains were removed on 
the fourth day and a loose gauze pack substituted. The patient 
made an uneventful recovery. 

Viewing this case from a post-operative standpoint, some in- 
teresting features develop. The history given by the woman 
strongly suggested ectopic pregnancy, especially the disturbed 
menses, sudden attacks of pain and the appearance in a few 
hours of a mass in the left lower quadrant of the abdomen that 
had not existed before. The operation developt facts that: will re- 
fute the sudden appearance of the cyst. It was evidently the 
.growth of months, which gave no markt sign of its presence 
until inflammatory changes occurred as a result of infection, pos- 
sibly from the bowels. 

The technic of operation for the removal of intraligamentous 
growth is also a matter of constant interest and study. No pro- 
cedure requires a more thoro knowledge of anatoniy, delicacy of 
manipulation and ability to deal with the most trying emergen- 
cies. The varying position of these growths, the ease with which 
some may be shelled from their surroundings and the difficulty 
of even properly draining others has militated against the adop- 
tion of a more generally applicable technic. In fact, no one can 
insist upon the adoption of a single technic. It is enough to fol- 
low the general principle of pelvic surgery and meet the various 
complications as they present themselves. Incomplete operations 
were the rule, not the exception, a few years ago. At present, 
however, it may be questioned whether operative interference is 
not often carried to the extreme in the endeavor to avoid trou- 
blesome complications, chief among which is hemorrhage. As the 
individual surgeon’s experience increases, this number of incom- 
plete operations will decrease. 

Incision of the cyst wall and attaching its edges to the ab- 
dominal incision is at best an unsatisfactory operation, and no 
patient who has been submitted to such a procedure can be re- 
garded as cured, The prolonged and tedious recovery due to the 
necessary suppurative process and consequent granulations 
should ever be borne in mind and avoided if the patient’s vital 
powers will permit of more radical measures. No _ apology is 
necessary for the performance of such an operation when tumors 
are found deep in the pelvis, underneath the peritoneum, push- 
ing their way upward into the abdominal cavity separating the 
folds of the meso-colon, meso-rectum and even mesentery of the 
small intestines and disturbing the peritoneal folds of every organ 
in the pelvis. Then, too, the great tendency of such growths. 
especially cysts, to suppurate must be constantly borne in mind. 
An attempt to do more than drain an infected sac would be more 
than folly, unless its walls were particularly well isolated and its 
enucleation complete. Where the mesentery has been dissected 
from the intestines, leaving large raw bowel areas unprotected, 
close adhesions between the cyst walls and the intestines will oc- 
_ cur and often infected cysts will be draining into the bowel be- 
fore the operation is attempted. In such cases it is best to estab- 
lish drainage and make no attempt to disturb the sac. The main 
complication to be guarded against is hemorrhage. In fact, the 
present technic is aimed at the early control of the ovarian and 
uterine vessels. The uterine artery is usually the vessel that 
taxes the operator, and the technic now adopted has for its main 
object the early control of this vessel. 

Hysterectomy as done for fibroid growths of the uterus, by 
cutting thru the broad ligament opposite the growth and across 
the cervix, is undoubtedly a great advance in these cases. Un- 


fortunately, tho, such tumors develop during the active life of 
women, and it will take a bold surgeon to adopt such radical 
measures in even the majority of cases. The combined vagino- 
abdominal operation will no doubt save the uterus and its ad- 
nexa, in many instances where hysterectomy is necessary to con- 
trol hemorrhage, if attempted by the abdominal route alone. The 
uterine vessel is seldom disturbed from its natural position by 
even very large growths, and can therefore be reacht thru a 
vaginal incision and controlled before the abdomen is opened. 
This can be done better thru an upper and lateral opening in the 
vaginal fornix, and should be graspt between the ureter and in- 
ternal iliac, if possible, to include the supply to all branches, If 
both broad ligaments are involved, both uterine vessels should be 
controlled. 

Double intraligamentary growths, especially if they have at- 
tained any size and cannot be readily enucleated, are undoubtedly 
best dealt with by hysterectomy as a routine measure. Hyster- 
ectomy is possibly the operation of choice when septic processes 
are present, even tho the vaginal vault can be readily opened. 
The anatomy of the ligament and its relation to the uterus show 


‘in many ways that the raw surfaces may not be drained if the 


uterus remains; therefore, as the mutilation of removing the 
growths makes pregnancy extremely doubtful, it is best to sac- 
rifice the uterus rather than trust to faulty drainage, when drain- 
pose = considered necessary. As a working rule, it may be safely 
stated: 

1. That in many cases where intraligamentary growths are 
suspected it will be best to first secure the uterine artery, or ar- 
teries, thru the vaginal vault before opening the abdomen. 

2. If cysts of considerable size are found occupying both 
broad ligaments and intimately connected with surrounding 
structures, hysterectomy, as a routine measure, will yield the 
most satisfactory results, 

3. If sepsis is present (e. g., badly adherent pus tubes, or an 
infected cyst sac), drainage is of utmost importance, and is best 
obtained per vaginam by removing the uterus, unless very good 
reasons exist for retaining that organ. . 

4. Drainage is oftener indicated than in other pelvie condi- 
tions, owing to the extensive raw surfaces produced during the 
enucleation of the growth and the notable tendency of these 
yrowths to become infected. 


THE REMOVAL OF PELVIC INFLAMMATORY MASSES BY 
THE ABDOMEN AFTER BISECTION OF THE UTERUS.* 


BY HOWARD A. KELLY, A.B, M.D., BALTIMORE, MD., 
Professor of Gynecology in Johns Hopkins University. 


I pointed out but recently (Johns Hopkins Hospital Bulletin, 
1900, XI, p. 56, and Amer. Jour. Obst., 1900, XLII, August) the 
great advantages which accrue from the bisection of the myoma- 
tous uterus in an abdominal enucleation in certain complicated 
eases. I now desire to call attention to the great value of a simi- 
lar operation in certain cases of pelvic inflammatory diseases. 

In the ordinary cases of pelvic inflammatory diseases the 
ovaries are innocently and only accidentally involved in the in- 
flammatory process, and as a rule one or both can be saved, even 
tho it is necessary to sacrifice the uterine tubes. If one ovary is 
saved the uterus must also be saved, as by doing this we con- 
serve the function of menstruation as well as the internal secre- 
tion of the ovary. 

Where the ovaries are seriously involved in the disease, where 
they are converted into abscess sacs or into hematomata, or where 
they are so densely and intimately involved with the pelvic in- 
flammation that it is utterly useless to attempt to save them, 
the removal of the diseased organs should be effected together 
with the uterus whenever it is possible in this way: by freeing 
the tube and the ovary on the least adherent side first, and then 
after tying off the broad ligament and pushing down the blad- 
der and securing the uterine artery, the most difficult side is 
easily reacht and enucleated by cutting across the cervix and ex- 
posing the opposite uterine vessels and ligating them. The uterus 
is then pulled up until the round ligament is caught and divided. 
At this point the operation may follow one or two courses, accord- 
ing to the difficulties encountered. In the first place, if after divid- 
ing the uterus and pulling it up, the remaining tube and ovary 
can be readily enucleated by peeling them out from below up- 
wards, by working with the fingers in the lower and anterior part 
of the pelvis, just opened up by the detachment of the uterus, 
then the enucleation may be concluded by removing all the strue- 
tures en masse. In the second place, if the tube and ovary on 
the far side are densely adherent and offer any serious difficulties 
in the enucleation, then I would clamp off the uterus at the cornu 
and remove it with one tube and ovary and leave the more diffi- 


*Abstract of an address delivered before the Southern Surgical and Gynecolog- 
ical Association, Atlanta, Ga. 


= | 
= 

q 


92 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


cult side to be dissected out after emptying the pelvis, securing 
all the advantages of increast space and light. 

It is my desire now to describe a method of enucleation thru 
an abdominal incision which is applicable to a class of cases still 
more difficult than those just referred to. Let us suppose, for 
example, a case in which there are pelvic abscesses on both sides 
densely adherent to all the surrounding structures, including the 
uterus; we will also suppose that the uterus itself is almost or 
quite buried in a mass of adhesions. In such a case the plan I 
have just described in detail is scarcely applicable, inasmuch as 
there is no easier side to begin on to start the enucleation, for 
both sides present the utmost difficulties. 

Now, in such a case the method of a continuous transverse 
enucleation does actually afford us, it is true, a great advantage 
over the older method of going down on both sides, for the sim- 
ple reason that the enucleation of the farther side is always 
easier in this way, even tho the difficulties of the first side are 
just the same after either method. 

If, now (I reasoned with myself some time since after encoun- 
tering such conditions), I could devise any method by which the 
enucleation of both tubes and ovaries could be effected from be- 
low upwards, it is manifest that a great advantage would be 

ained. 

. The vaginal hysterectomists have thus far had a decided ad- 
vantage over those of us who prefer to operate above the sym 
physis, in the greater facility of the enucleation of adherent 
structures when they are attackt in a direction from the pelvic 
floor upwards. I am now about to describe a method by which 
this decided advantage is secured and combined with the other 
great advantages of the abominal route, that of increast room 
and inereast facilities of handling, abundant illumination as well 
the detection of various complicating conditions, 

The steps of the method are these: If the uterus is buried out 
of view, the bladder is first separated from the rectum and the 
fundus found. Then if there are any large abscesses, adherent 
cysts or hematomata, they are evacuated by aspiration or punc- 
ture, and the rest of the abdominal cavity is well packt off from 
the pelvis. 

The right and left cornua uteri are each seized by a pair of 
museau forceps and lifted up, the uterus is now incised in the 
median line in an antero-posterior direction, and as the uterus is 
bisected, its cornua are pulled up and drawn apart. With a third 
pair of forceps the uterus is graspt on one side on its cut sur- 
face, as far down in the angle as possible, including the anterior 
and posterior walls. The museau forceps of the same side is then 
releast and used for grasping the corresponding point on the op- 
posite cut surface, when the remaining museau forceps are re- 
moved. In this way two forceps are in constant use at the low- 
est point; I commonly apply them three or four times. As the 
uterus is pulled up and the halves are everted, it is further bi- 
sected down into the cervix, or if the operator desires to do a 
pan-hysterectomy, all the way down into the vagina. The uterine 
canal must be followed, if necessary using a grooved director. 
The museau forceps are now made to grasp the uterus well down 
in the cervical portion, if it is to be a supra-vaginal amputation, 
and the cervix is bisected on one side. As soon as it is divided 
and the uterine and vaginal ends begin to pull apart. the under 
surface of the uterine end is caught with a pair of forceps and 
pulled up and the uterine vessels, which can now be plainly seen, 
are clampt or tied. As the uterus is pulled still further up, the 
round ligament is exposed and clampt, then finally a clamp is ap- 
plied between the cornu of the bisected uterus and the tubo- 
ovarian mass, and one-half of the uterus is removed. 

The opposite half of the uterus is also taken away in the 
same manner. The pelvis now contains nothing but rectum and 
bladder, with right and left tubo-ovarian masses plastered to the 
sides of the pelvis, affording abundant room for investigation 0’ 
their attachments as well as for deliberate and skillful dissec. 
tion: the wide exposure of the cellular area over the inferior me- 
dian and anterior surface of the masses offers the best possible 
avenue for beginning their detachment and enucleation, 

The operator will sometimes find on completing the bisection 
of the uterus that he can just as well take out each tube and 
ovary together with its corresponding half of the uterus, reserv- 
ing for the still more difficult cases, or for a most difficult side, 
the separate enucleation of the tube and ovary after removal of 
the uterus. 

The operation which I have just described is not recommended 
to a beginner in surgery; the surgeon who undertakes it must be 
calm and deliberate and must bear in mind at each step the ana- 
tomical relations of the structures, 

The most critical point is the bisection of the cervix and con- 
trolling the uterine vessels; if the cervix is slowly and cautiously 
severed with a steady traction on the uterus under perfect con- 
trol there is no danger of seeing the organ suddenly tearing out 
with rupture of the uterine vessels and frightful hemorrhage. As 
the divided cervix is pulled apart, the uterine vessels are beauti- 


fully exposed and easily caught. Only a clumsy operator will 
plunge his needle or a pair of forceps deep down into the tissues 
and clamp a ureter. By cutting up the cervix so as to leave a 
sliver on each side the uterine vessels can be caught at a higher 
level than that of the division of the cervix. 

If the uterus is densely adherent to the rectum all the way up 
to the fundus, a modification of this plan of operating may be fol- 
lowed; the anterior face of the uterus may be bisected and the 
cervix divided horizontally and the uterine vessels caught, then 
the rest of the uterus may be carefully divided up its posterior 
surface in a direction from the cervix towards the fundus. The 
relations to the rectum are examined as the division is made, and 
at any point where it seems necessary a piece of the uterine tis- 
sue may be left adherent to the bowel. After the bisection the 
rest of the enucleation is effected as described above. 


THE TREATMENT OF NOMA. 


BY G. W. WEST, M. D., EUFAULA, IND. TERR. 


Noma is essentially a disease of childhood, and is character- 
ized by a rapid destruction of tissues. It usually attacks the left 
upper cheek, and is more prevalent among girls than boys. It 
never occurs prior to dentition, and is rare after seven years, but 
may occur as late as twelve, the oldest child coming under my 
charge being nine years of age. An indurated glistening cheek, 
with a rapidly destructive ulcer within, spreading in all direc- 
tions, with indescribable fetor and excessive dribbling of saliva, 
in a debilitated child from two to twelve years of.age, is sufficient 
evidence to confirm the diagnosis of noma, 

The predisposing causes of noma are numerous, comprising 
almost all known diseases and conditions of hygiene which tend 
to place the vital resistance of the tissues below par. The Eng- 
lish authors give measles the first place as a causative factor, 
while the American and German authors, harmonizing with my 
own experience, give the head mark to the careless administra- 
tion of mercury. 

As to the direct cause, we are as much in the dark to-day as 
we were a hundred years ago. No particular germ has ever been 
isolated, yet from the rapid destruction of tissue, induration, 
fever and prostration, it is evident that a great struggle is being 
waged between the living tissue and some germ. Whether it is 
a modification of some already known germ or a special, unrecog- 
nized coccus, I am not. prepared to say. 

The literature of the subject does not extend beyond the sev- 
enteenth century. It either did not exist prior to this time, was 
not recognized or was shamefully neglected. The mortality was 
formerly very high, and is even now about 75 per cent. 

There are three features in the treatment of noma, viz., surgi- 
eal, medical .and mechanical. The process must be checkt 
promptly, and to do this every particle of the indurated friable 
tissue must be extirpated, for anything short of this amounts to 
useless interference. For this purpose I prefer the sharp spoon. 
for the reason that it is of the greatest importance to save all the 
flesh possible, and the friable tissue can be easily handled with 
the curet; besides, when we arrive at free hemorrhage we have 
unmistakable evidence that we have past the region of septic 
thrombi, a hasty cauterization promptly checks all bleeding, and 
then we can proceed with the curetment until every particle of 
infected tissue has been removed and the base cauterized. Per- 
haps the actual cautery is preferable, but when not available I 
have used fuming nitric acid, which has served a good purpose. 
I believe too much dependence has been placed upon the cautery, 
and not enough stress laid upon the curet. 

As the condition is prone to recur at intervals until the pa- 
tient is restored to health, it may become necessary to repeat the 
curetment, in which case the life of the patient depends entirely 
on prompt action, 

Now, when we have a patient suffering from a surgical opera- 
tion, inanition, prostration and septicemia, we have arrived at a 
point where one hour of procrastination may mean a life, as the 
rapid extension may invade tissue that cannot be safely extir- 
pated, besides increasing the septic element, which may now be- 
come a dangerous factor. I had such a case recently and took 
pleasure in showing it to four physicians, all of whom pronounced 
the case hopeless; but after four curetments and many _ other 
vexations the patient was discharged sound and well. The al- 
most uncontrollable nature if the disease has a demoralizing and 
disheartening tendency on the physician. This should be op- 
posed as much as possible, for when the patient becomes dead in 
the physician’s mind, his half-hearted efforts will come to naught. 

Indications for medical treatment are active stimulants and 
reconstructives. I usually combine camphor, strychnine and qui- 
nine to meet the first two, and some such drug as caleuim sul- 
phide or iodide of potassium, and in extreme cases, saline in- 
fusions. 

The mechanical treatment consists in keeping the buccal cav- 
ity of the affected side, together with the excavation, well packt 
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with a deodorizing and antiseptic dressing, with the head so in- 
clined that the saliva may dribble out of the mouth, the patient 
being constantly reminded to breathe thru the nostrils (or, if very 
young, she should be compelled to do so), in order that the fatal 
complication of septic pneumonia may. be averted. 

I once used potassium permanganate as a cleansing agent, 
but it so blackens the surface that one cannot detect a suspicious 
locality until it is far advanced; so I was induced to devise other 
means, and hit upon hydrogen peroxide in its stead, tamponing 
afterwards with a sterile gauze saturated with a solution of oil 
of cassia, two to four minims; oil of gaultheria, five minims; and 
a half dram of hydrastis. This combination meets all indicatious 
abundantly. The dressing should be changed frequently at first, 
and by the attendant himself, keeping a constant lookout for re- 
lapses. When it is evident that the process has been checkt, the 
dressing may be applied four times a day, and later less often, 
but it should never remain until it produces irritation of itself. 
If there are uneven teeth, or teeth being prest upon by tissue 
producing excoriation, they should be at once removed, for an 
excoriation may mean a relapse, and a relapse may mean a fatal 
issue. 


THE INDICATIONS FOR THE EMPLOYMENT OF CESARIAN 
SECTION, SYMPHYSEOTOMY AND CRANIOTOMY 
IN CONTRACTED PELVIS.* 


By J. WHITRIDGE WILLIAMS, M. D., BALTIMORE, MD., 


Professor of Obstetrics in Johns Hopkins University, and Obstetrician-in-Chief to 
Johns Hopkins Hospital. 


Cesarian section has recently been placed upon much firmer 
ground than it previously occupied, by showing that its mor- 
tality is comparatively slight, and that it is followed by better 
results than is symphyseotomy. 

MATERNAL MORTALITY. 
Thus: Leopold reports 100 consecutive Cesarian sections with 
‘only ten maternal deaths, a gross mortality of 10 per cent; and 

even a number of these cases were so profoundly infected at the 
time of their admission to the hospital that their deaths cannot 
be attributed to the operation itself. When corrected from this 
point of view, his results show a maternal mortality of only 5 per 
cent, Again, Zweifel has recently reported 50 successive 
Cesarian sections without a single maternal death, while Gus- 
tav Braun reports 74 Cesarian sections with six deaths, a gross 
mortality of 8.1 per cent, which (when corrected by deducting 
the cases which were decidedly infected at the time of operation) 
is properly reduced to 4.22 per cent. Thus we find that three 
German operators have performed 222 Cesarian operations with 
only sixteen deaths, a gross mortality of 7.2 and a corrected mor- 
tality of considerably less than 4 per cent. Finally, Gustav 
Braun then tabulates his own cases, and adds to them the opera- 
tions performed by Chrobak, Leopold, Olshausen, Schauta and 
Zweifel, obtaining a total of 278 conservative Cesarian sections 
with a gross mortality of 7.5 and a corrected mortality of 4.8 
per cent, and 87 Porro Cesarian sections with a gross mortality 
of 10.3 per cent and a corrected mortality of 2.5 per cent. 

Very favorable results have likewise been reported from 
France during the past year, Bar recording ten cases with one 
death, and Charles (of Liege) ten consecutive cases with no 
deaths. 

In America it is worthy of note that Reynolds, of Boston, 
has recently reported fourteen consecutive Cesarian sections 
without a death. 

It is thus apparent that the mortality of Cesarian section, 
when performed upon uninfected patients by competent opera- 
tors, is less than 5 per cent; and it should not be greater than the 
mortality following operations for uncomplicated ovarian cysto- 
mata. On the other hand, when performed upon infected cases, 
even by competent operators, the results are extremely disas- 
trous, as is demonstrated by the earlier American statistics and 
by the recent work of Doktor, of Budapest, who has collected 
twenty-two cases of Cesarian section performed upon infected 
women with a mortality of 23.5 per cent. 

Turning from the results following Cesarian section to those 
following symphyseotomy, we find that Pinard has lately reported 
100 consecutive cases of symphyseotomy with twelve maternal 
deaths. He very justly, however, points out that a considerable 
number of the cases were profoundly infected when operated 
upon, and that their deaths should not be attributed to the opera- 
tion, and he consequently reports a corrected mortality of 5 per 
cent. Last year Bar collected 149 symphyseotomies which had 
been performed by himself, Pinard, Zweifel and Kustner, with 
6.7 per cent maternal and 9.39 per cent fetal mortality. 
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On comparing the results of the two operations it is seen that 
none of the operators who have performed a large number of 
Cesarian sections report so great a gross maternal mortality as 
Pinard’s with the rival operation; and, it must be remembered, 
he is the father of symphyseotomy in France, and its most enthus- 
iastic advocate. Moreover, when we compare Bar’s statistics 
(which comprise 149 cases upon whom symphyseotomy was per- 
formed by four men) we find that they do not begin to compare 
with the results following Cesarian section in the hands of 
equally competent operators. We may, therefore, conclude that 
the maternal mortality following Cesarian section, when _per- 
formed upon uninfected cases by good operators, is at least no 
greater, and is probably considerably less, than that following 
symphyseotomy. 

Within the last few months the contrast between the two 
operations has been still more forcibly emphasized by Abel, of 
Zweifel’s clinic, who based his article upon all the cases of Ce- 
sarian section and symphyseotomy performed in the clinic be- 
tween the years 1887 and 1894, each of whom he re-examined, if 
possible, before writing the article. During this period Zweifel 
or his assistants performed fifty Cesarian sections and twenty- 
five symphyseotomies without a single maternal death, and Abel 
therefore concluded that there was little, if any, difference in the 
mortality of the two operations. He then compared the conva- 
lescence after the two operations, and found that the patients re- 
covered far more rapidly and comfortably after Cesarian section 
than after symphyseotomy, being able to walk, on the average, 
within three weeks after the former, and not until thirteen weeks 
after the latter operation. Upon comparing their ability to 
work, which is a most important matter in women of the lower 
classes, he found that the Cesarian section cases were able to 
do hard work four or five weeks after the operation, but not until 
four and a half months after symphyseotomy. At the same time 
he showed that the ability to walk after symphyseotomy was di- 
rectly proportionate to the degree of pelvic contraction, the wo- 
men having the least pelvic deformity being able to walk and 
work the soonest. This apparently indicates that the sacro-iliac 
synchondroses are considerably damaged when symphyseotomy 
is performed upon women presenting markt degrees of pelvic 
deformity. 

At the last meeting of the Obstetrical Society of France, Bar 
likewise compared the two operations, basing his statements 
upon his own work and the statistics of others. He had person- 
ally performed ten Cesarian sections with one fatality and twen- 
ty-two symphyseotomies with no maternal deaths, and, in spite 
of his relatively favorable results after symphyseotomy, stated 
that the latter operation is inferior to Cesarian section, and pre- 
dicted that it would soon cease to be performed. At the same 
meeting Charles, of Liege, reported ten cases of Cesarian seec- 
tion with no maternal deaths, and fifteen symphyseotomies with 
three maternal deaths, and took essentially the same stand as 
Bar. And in the discussion which followed, Budin, Fochier and 
Maygrier took similar views and agreed with Bar that as the re- 
sults of Cesarian section became better, symphyseotomy would 
gradually cease being performed. 


FETAL MORTALITY. 


Turning from the consideration of the maternal to the fetal 
mortality following the two operations, we find that Pinard re- 
ported that 13 per cent of the children died after symphyseotomy, 
and Bar’s statistics showed a fetal mortality of 9.39 per cent. 
When we compare these results with the practical absence of 
fetal mortality following Cesarian section, it would seem that 
the advocates of symphyseotomy are hardly justified in claiming 
that it is the better operation. 

At the Johns Hopkins Hospital we have done two symphyse- 
otomies with one death, and three Cesarian sections without a 
death. This, of course, is too small a number of cases upon 
which to base a conclusion, but from what I have seen of the 
work of others, and from the statistics which I have just ad- 
duced, it appears to me that there can be no comparison between 
the two operations, and that Cesarian section is the operation 
of the future, while symphyseotomy will be done less and less 
frequently. 

ADVANTAGES OF CESARIAN SECTION. 


Summing up the advantages of Cesarian section as com- 
pared with those of symphyseotomy, we find that the maternal 
mortality is the same or less; that the fetal mortality is practi- 
cally nil, and that the operation is more satisfactory from a sur- 
gical standpoint, for with it we obtain a clearer view of the 
field of operation, and are not obliged to do a second operation 
by the vagina, which is frequently accompanied by markt in- 
juries to the soft parts, and what is still more important, it en- 
ables one to complete the operation, no matter how great the 
disproportion between the size of the child and the pelvis; 
whereas, in symphyseotomy an incorrect estimate of the dispro- 
portion may necessitate the performance of craniotomy, even 
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after the pubis has been cut thru. At the same time there is no 
comparison between the after-treatment of the two operations, In 
Cesarian section there is a clean abdominal incision, instead of a 
wound at the pubes, which requires drainage, not to speak of the 
injuries to the soft parts. There is no necessity for prolonged 
catheterization, and the patient is spared the long convalescence 
which symphyseotomy entails. 


INDICATIONS FOR CESARIAN SECTION. 


Turning from ‘the consideration of the results of Cesarian 
section to the indications for the performance of the operation, 
we find that they are no longer limited as they were a few years 
ago. With increast proficiency in pelvimetry we are able to ob- 
tain an accurate idea of the size and shape of the pelvis before 
labor, and with improved technic we are able to safely perform 
Cesarian section where perforation was previously the opera- 
tion of choice. 

In view of the improved results following the operation, I 
believe that the old absolute indication for Cesarian section 
should disappear, and instead of being placed at a conjugata 
vera of 5 to 5% em. (2 to 2.2 inches), should be extended to 6% 
em, (2.6 inches), provided the child is alive. When the pelvis is 
somewhat larger the indication for the operation is not so clearly 
markt, and we may state that in pelves having a conjugata vera 
of 7 cm. (2.8 inches) or more the course of labor will depend 
upon the size of the child, the consistency of its head and the 
character of the labor pains, so that one woman with a pelvis of 
a certain size may have a spontaneous and easy labor, while 
another woman with a pelvis of the same size may require Ce- 
sarian section. In such cases it is advisable to allow the pa- 
tient to go into labor and see what nature can do before deter- 
mining upon the operation, 

In a certain number of these cases the head becomes rapidly 
molded, and, as soon as the cervix is dilated, begins to descend, 
and spontaneous labor occurs. If, on the other hand, the head 
shows no signs of descending, we should make no attempt at de- 
livery, but perform Cesarian section, provided the child is alive 
and the woman is in good condition. Of course, under such cir- 
cumstances it is necessary to remember that every vaginal ex- 
amination adds to the danger of infection, so that the patient 
should be examined internally as rarely as possible, and the 
descent of the head followed by palpation. 

When the pelvis is a little larger—say with a conjugata of 8 
em. (3.2 inches) or more—we consider in some cases, unless the 
child is very large, that a tentative attempt at forceps may be 
made before deciding upon Cesarian section. Under such cir- 
cumstances all preparations for Cesarian section should be made, 
the patient brought to the edge of the table and forceps applied, 
preferably over the jugo-parietal diameter of the head, and three 
or four moderately strong tractions made. If the head follows, 
they should be continued, and the child delivered in the usual 
way. If, on the other hand, the head does not follow a few trac- 
tions, the forceps should be removed at once, the patient placed 
in proper position, the hands once more sterilized, and Cesarian 
section performed. If such a mode of procedure is adopted, ver- 
sion will disappear from the treatment of contracted pelves, be- 
cause if any obstacle is encountered after its performance the 
child will die before a symphyseotomy can be done, and perfora- 
tion will become necessary. 

There are two classes of cases, concerning whose treatment 
considerable perplexity may arise, namely, women having nor- 
mal pelves with very large children, and neglected transverse 
presentations with a living child. Under some circumstances 
Cesarian section is doubtless the ideal method of delivery in such 
cases, but in many others the question is very difficult to answer, 
especially when one has to deal with neglected transverse pre- 
sentations; but in view of the probability of previous infection, 
I believe that the majority of such cases are best treated by de- 
capitation. 


METHOD OF OPERATING. 


Passing from the consideration of the indications for the 
operation to the method of operating, I believe that the operation 
which should usually be performed is the typical conservative 
Cesarian section, while the supravaginal amputation of the 
uterus or its total removal should be reserved for those cases 
which are infected at the time of operation, or in which the 
probability of infection is extremely great, and for the rare cases 
of osteomalacia, 

The question a:so arises as to whether it is advisable to 
sterilize the patient at the same time, so as to prevent the possi- 
bility of a similar operation in the future. Sterilization may be 
effected by several methods—supravaginal amputation of the 
uterus, removal of the ovaries or excision of the tubes; but I be- 
lieve that the ovaries should not be removed, for the reason that 
the retracting uterus may readily exert sufficient traction upon 
the broad ligaments to cause the ligatures about the pedicle to 
slip, with resulting hemorrhage and death, not to speak of the 


discomforts following a premature menopause. It has been 
usually taught that sterility may be produced by tying a ligature 
around each tube in one or two places, but recent experimental 
work has shown that this is not a sufficient safeguard, as the 
work of Reis and Frenkel has demonstrated that the ligatures 
often disappear, and the lumen of the tube becomes patent once 
more. It was then suggested to excise a portion of the tube 
between the two ligatures, but Zweifel has recently reported a 
case in which pregnancy followed this operation, and the experi- 
mental work of Frenkel upon rabbits has demonstrated in a cer- 
tain number of cases that the cut ends of the tube may unite, 
the ligatures disappear, the lumen be re-establisht and the possi- 
bility of future pregnancy establisht. I therefore believe that 
the only rational method of preventing the occurrence of preg- 
nancy in the cases under consideration, if one does not wish to 
do a supravaginal amputation, is to excise the tubes and uterine 
cornua by wedge-shaped incisions, and close the wounds, just 
as we do in certain tubal diseases. This can be most readily ac- 
complisht by making the uterine incision across the fundus, as 
recommended by Fritsch, and extending it to the cornua of the 
uterus, when the tubes may readily be excised. There must be 
considerable doubt concerning the propriety of rendering a pa- 
tient sterile, and it is a responsibility which the average opera- 
tor may well hesitate to incur. If the patient and her husband 
are intelligent, the condition of affairs should be explained to 
them, and the decision left entirely in their hands. But if the 
patient be ignorant and unable to understand the condition of 
affairs, the decision must be made by the physician himself, who 
then has the responsibility thrust upon him of deciding whether 
he should render his patient sterile, or whether he should leave 
her in such a condition as to permit the possibility of a subse- 
quent pregnancy. For my part, I feel that the responsibility is 
a heavy one, and the only condition under which I should feel 
justified in rendering a woman sterile after her first pregnancy 
would be in case of idiots, unless her physical condition demand- 
ed a supravaginal amputation. If, however, the patient returned 
for a second Cesarean section, and it appeared likely that she 
would require repeated operations during her life, then I think 
that the propriety of rendering her sterile should be considered, 
and I should be inclined to accept the responsibility and excise 


her tubes. 
CRANIOTOMY. 


In view of the markt improvement in the mortality follow- 
ing Cesarian section, what position shall we take concerning 
craniotomy upon the living child? Every one agrees that cran- 
iotomy is indicated whenever we have a dead child in a woman 
with a contracted pelvis, unless the contraction be so great as 
to render it a more difficult operation than Cesarian section. On 
the other hand, craniotomy upon the living child is being done 
less and less. 

The operation is generally believed to be harmless as far as 
the mother is concerned, tho it is necessarily fatal to the child, 
but Pinard recently stated that the maternal mortality is greater 
than is usually believed, as he lost 11.5 per cent of the mothers 
in the eighty-one destructive operations which he_ performed. 
This appears to me to be an excessively high mortality, and is 
probably due to the fact that a large number of his cases were 
seriously infected at the time of the operation. My experience 
is that craniotomy, if properly done in an uninfected woman, is 
almost devoid of danger. But. nevertheless, I do not believe that 
it should ever be done upon living children if the patient is un- 
infected and in suitable surroundings, and if the obstetrician is 
a competent operator, or is able to call a competent person to 
his aid. On the other hand, if the woman be infected, or lives 
in a district where skilled operative aid cannot be obtained, it 
appears to me that craniotomy is still indicated, even tho the 
child is alive, because, it must be remembered, that the favorable 
results attending Cesarian section were obtained by competent 
operators, and not by the average practitioner. Of course, th's 
subject is still further complicated by the ethical question as to 
whether one has the right to kill an unborn child, and if one is 
a devout Catholic it can only be answered in one way, and the 
woman must be subjected to a Cesarian section, no matter what 
her surroundings or what the ability of her medical attendant. 

Certain authorities, notably Pinard, consider that we have no 
right to sacrifice a living child, no matter what our religious con- 
victions may be, and in a recent article entitled “Du soi-distant 
feticide therapeutique,” he concludes that “the accoucheur has 
not the right, either morally, legally or scientifically. to practice 
embryotomy upon the living child. To sacrifice the infant in or- 
der to save the mother is a legend which should disappear. The 
control of the life and death of an infant belongs to no one— 
neither to the father, nor the mother. nor the physician, nor di- 
rector of a hospital. The right of the infant to live is sacred. 
and cannot be taken away by any power. The right of choosing 
the operation to be performed belongs solely to the physician.” 

Pinard believes that symphyseotomy should be done in these 
eases, but I consider that he has taken an extreme view, and 
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believe that craniotomy upon the living child has a place still 
among obstetrical operations, but that its performance should be 
restricted to the greatest possible extent, and that it should only 
be performed when the dangers to the mother from other opera- 
tive procedures are so great as to make them practically un- 
justifiable. The question resolves itself into one of conscience, 
and can best be solved by the physician asking himself, how 
would he want his wife treated under the same circumstances? 
Would he prefer craniotomy upon the living child, or the per- 
formance of Cesarian section by an unskilled operator amid un- 
satisfactory surroundings? 
PEMATURE DELIVERY. 


What position shall we assume toward the induction of pre- 
mature labor upon women with contracted pelves? This opera- 
tion was extensively employed in times past, and still is by a 
considerable number of obstetricians, Every one agrees that the 
maternal mortality following it is almost insignificant if done un- 
der proper aseptic precautions. Thus, Pinard reports 100 cases 
with a single maternal death, and Charles 100 cases without a 
death. 

To be efficacious the operation should be performed six or 
eight weeks before thé expected date of confinement, at a period 
when the child is considerably smaller than at full term, with 
the result that an imperfectly developt, premature infant is born, 
whose chances of life are not particularly bright, in spite of all 
modern appliances for preserving it. Pinard and Charles report 
a fetal mortality of 33 and 36 per cent, respectively, and if we 
are operating in the interests of the child it appears to me that 
this is a very poor showing. And I can only see a difference in 
degree between performing an operation which we know will re- 
sult in the death of one-third of the children, and in doing cran- 
iotomy, by which all the children perish. If we are operating 
solely in the interests‘of the mother, induction of labor appears 
to be a very excellent operation, but, under these circumstances, 
why not do an abortion at a much earlier period, and save the 
woman all the weary months of her pregnancy? This was the 
practice in England 100 years ago, but we have progrest beyond 


. it, and. with the present’ mortality attending Cesarian section 1 


believe that the induction of premature labor is justifiable only 
in a very small proportion of the cases of markt pelvic deformity. 

There is one class of cases, however, which appears to me to 
offer a distinct field for the operation—that is in multiparous 
women with normal pelves who have repeatedly given birth to 
large children which have died during labor—children of eleven 
and twelve pounds or more. In such cases I believe that the in- 
duction of labor six weeks before the expected date of confine- 
ment would enable us to save the mother and child, and give us 
more satisfactory results than Cesarian section, as far as the 
mother is concerned, and probably nearly as satisfactory results 
on the part of the child. 

What I have said concerning Cesarian section and symphyse- 
otomy applies only to those who feel themselves competent to do 
major surgical operations, for neither of these operations is one 
which should not be attempted by one who has no surgical experi- 
ence. The average Cesarian section is comparatively simple, but 
in a small number of cases the uterus may fail to contract and 
retract, and the woman may be threatened with death from hem- 
orrhage. Under such circustances the only method of saving her 
life is to remove the uterus, and unless the physician feels him- 
self competent to attempt this operation he should not do a 
Cesarean section, save under the most exceptional circumstances. 

The same holds good for symphyseotomy, which is an opera- 
tion which I should surely not recommend to any one who is not 
fairly conversant with surgical procedures. 


REMOVAL OF A CHILD’S HEAD BY ABDOMINAL SECTION— 
RECOVERY. 


BY J. A. WALKER, M. D., SHAWNEE, OK. TERR. 


TI thought it might be of interest to you and to my former 
classmates and your former students of the St. Louis College of 
Physicians and Surgeons to hear some of the experiences of a 
country doctor, to whom, if success comes as an operator, he 
ascribes it to the instructions of his teacher, Dr. Lanphear. 

The case I wish to report is one of interest to me and also 
probably will be to many others in this territory, as it is the 
only Cesarian section that has been performed in Oklahoma Ter- 
ritory. 

You, of course, understand that a country doctor and a coun- 
try school teacher are each expected to do all things and do them 
now without hesitation. 

They are not expected to be thankt or paid for the most 
delicate of things. So it will not surprise you to hear from us 
boys in any light. 

On May 30, 1898, I was called, post-haste, to see a woman in 
consultation with Drs. Borden and bat and requested to 
bring my operating case. 


Upon my arrival I found that the woman had been in labor 
two nights and two and a half days. Everything was in a terri- 
ble tangle. Men, women, children, “pa, ma, grandma and all” 
thought that “Fannie would be dead in a few minutes,” as the 
surgeon had come. Of course, I had my operating case with me, 
meager tho it was; and I hardly think it was as elaborate as 
Dr. Lanphear’s. 

Nevertheless it past “price current” and lookt as favorable 
to those people out in the woods as if it had been shipt to fit out 
a hospital. So after all, I was “armed to the teeth.” 


On examination I found the body had been delivered by 
enormous exertion by the lady and the attending doctors, But 
with all the efforts that could be brought to bear the head could 
not be coaxt thru the pelvis. Inspection of the patient showed 
something of the reasons for this. Her head and body seemed 
to be about normal for a woman weighing about 115 pounds. But 
the bones of the legs were not more than 24 inches long; that is, 
twelve inches to the upper and twelve to the lower division. 


The child being dead, I removed the body by amputation at 
the last cervical vertebra, and then, on examination, found the 
antero-posterior diameter of the superior straight only two and 
a half inches. The transverse diameter was somewhat larger, 
about three inches. The inferior straight was markedly diminisht 
by the anterior curvature of the sacrum and the ankylosis of the 
coccyx. I attempted to crush the head, but as I could get but 
one blade of the forceps applied, I had to abandon that idea. To 
perforate was impossible, owing to the hardness of the fetal 
cranium. Thus the only alternative was abdominal section. 

I had the lady prepared as best we could, while I prepared 
myself. Now, it must be remembered that we were out in the 
woods in a log house, with cracks all open and a very unsanitary 
condition prevailing—to say it mildly. We took the dining-table 
with the oil-cloth on, and spread a double sheet over that, then 
a pillow from the bed; and our operating table was complete. 
We shaved the belly with a dull razor and scrubbed with soap, 
then washt with carbolic acid solution and bichloride solution, 
and our toilet was announced finisht and everything ready for 
the operation. 

I made an incision in the abdominal wall about twelve 
inches long, the first inch or two on a director, the other on my 
finger. Peritoneum and all were divided at one cut, as the ab- 
dominal walls were very thin. On exposure of the uterus I pickt 
it up with my hands and lifted it out of the abdominal! cavity and 
wrapt it with a bichloride towel that we had prepared on the spot 
—an ordinary boiled towel soakt in mild bichloride solution. Th‘s 
being done, and the towel prest closely around the edges to pre- 
vent escape of intestines or omentum, I laid the uterus open on 
the anterior surface to the extent of about seven inches. With 
the right hand in the uterus I lifted out the heaa and the se- 
cundines which were already detacht. There was no hemorrhage 
to speak of; when it was controlled and we had laved everything 
with hot solution, the uterus was stitcht with silk, some eight or 
nine sutures that went thru all but the mucous coat of the or- 
gan, and twice as many superficial sutures were used. 

We then cleansed the womb and dropt it back into the belly- 
cavity and closed the abdominal incision in the usual way, leaving 
one stitch out at the lower angle of the incision for drainage. 
The usual dressing was put on, and the patient kept quiet with 
morphine when it was necessary—which was not often. Her tem- 
perature never came above 99.5 degrees during the whole course 
of the convalescence. There was nothing in the after-treatment 
worthy of note. She made an uneventful recovery, and the only 
later thing worthy of note is that the bill was hard to collect. 


The treatment of chronic inflammation of the uterus by irri- 
gation is advocated by Talley (Journal of American Medical As- 
sociation), the fluid being hot alkaline water. He uses a narrow 
canula provided with two wires so as to allow the return flow 
of irrigating fluid and permit the uterine canal to be washt to 
its entire extent. The canula is curved at its end to provide for 
easy introduction, perforated in every direction at its extremity, 
and of such a size that it will easily pass thru a No. 15 Frenen 
catheter scale. It is attacht to a fountain syringe of at least two 
quarts’ capacity and a termometer should be used to determine 
the temperature of the water. He has also used a speculum with 
a funnel thru which the return fluid may pass without danger 
of wetting clothing or bed. The solution used is water with i 
dram of bicarbonate of soda to a quart and enough carboliec acid 
to render it mildly aseptic. He never has the temperature above 
123 F., and usually somewhat less; about 110 at the beginning 
and gradually increasing it. It is important that the irrigation 
should be carried on until its secondary vasomotor effects are in- 
sured. Cases amenable to this form of treatment are those only 
in which the cervical canal is patulous. 
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EDITORIAL NOTES. 


Members of the Indian Territory Medical Society who were 
present at the meeting held at Muscogee in November last w.th- 
out exception pronounced it the most interesting and enjoyable 
session ever held—thanks chiefly to the efforts of the president, 
Dr. LeRoy Long, of Caddo; its secretary, Dr. Fred 8S. Clinton, 
of Tulsa, and especially the members of the medical profession 
resident in Muscogee, each one of whom seemed to try to outde 
his neighbor in attempts to make everything agreeable. Mem- 
bers who were absent have much to regret; the papers read were 
the best ever presented to this society, and mere attendance 
at the spring meeting at Vinita will not compensate for the loss. 
Every reputable physician in the Territory is strongly urged to 
go next spring as it is probable there will be a program even ex- 
celling that at the Muscogee meeting. 


The most important matter discust at the Indian Territory 
Medical Society was the total absence of any government estab- 
lishment for the treatment of the insane or care for the feeble- 
minded of the Territory. The condition of affairs in some parts 
of the Territory is something terrible—worse than anything heard 
of in the dark ages: the insane chained to posts in log huts and 
without medical attention; or at best incarcerated in prisons with 
felons. Those less violent, tho often dangerous to the people, are 
allowed to roam about the country without restraint—indeed 
there is doubt whether the present law in most of the nations 
provides for their restraint. It is estimated that 350 of these 
unfortunates are to be found in the five tribes—all urgently need- 
ing hospital care and treatment, not to mention the probably 
larger number of epileptics and imbeciles who should be the 
special wards of the United States Government instead of a dis- 
grace to twentieth century civilization and a menace to the com- 
munity in which they live. 


Think of it, ye Congressmen who devote millions to the build- 
ing of warships, but who cannot appropriate a few paltry thous- 
ands for the erection and maintenance of a government hospital 
in the bounds of the Indian Territory! Almost in the center of 
these United States there is a country larger than many king- 
doms of the earth, with a population of more than 300,000 souls, 
yet no provision for the care or treatment of its hundreds of in- 
sane and epileptics! Can you eat and sleep in peace while with- 
in a few hundred miles there lie, chained in their own filth, hu- 
man beings who can not be cared for by their own people and 
who are not by the government, which is presumed to regard 
them as special ‘wards?’ Let one warship go; build something 
lasting, beneficial, humane for the poor inhabitants of the plains! 


The worst of this deplorable condition of affairs is that a 
large proportion of the mentally afflicted do not belong to any of 
the tribes (if they did they would be better cared for), but are white 
people who have no legal status in the Territory yet no home 
elsewhere to which they may be sent. Shall this be allowed to 
continue because perchance some “treaty” of the long ago in- 
terferes? There is not an Indian in the Territory—not a “squaw 
man”’—not an adopted member of any tribe who would raise a 
word of objection if the United States were to erect a magnifi- 
cent hospital for the insane and feeble-minded, equip it accord- 
ing to modern ideas and conduct it henceforth as such an inst:tu- 
tion should be. Why should it not be done? 


A markt copy of this journal will be sent to every newspaper 
in the Indian Territory. In the cause of humanity—in the cause 
of common decency—in the cause of right—I appeal to every 
editor to make strong comment upon the situation of affairs and 
to urge instant action on the part of Congress and the Depart- 
ment of the Interior. Let there be no delay. 


To the doctors of the Territory a copy will also be sent. Doc- 
tor, can you not take the time and the trouble to at once write 
to Washington indorsing the assertion of the President of the 
Indian Territory Medical Association that the time has come 
when something MUST be done to correct ‘this frightful state 
of affairs? The territorial society unanimously indorst the re- 
commendations of the president that the attention of the proper 
authorities be instantly called to the situation and appointed a 
committee consisting of Drs. B. F. Fortner, of Vinita; F. 8S. Clin- 
ton, of Tulsa, and E. N. Wright, of Atoka, as a committee in 
charge of the matter. To any of these gentlemen letters may 
be addrest and markt copies of editorial comment be sent with 
the knowledge that they will be promptly presented to the proper 
men at Washington. ACT, and act NOW. 


By the recent death of Dr. John C. Fairfax, of Maryland, 
America loses her only medical man who was a British peer. 
He was the eleventh Baron Fairfax of Cameron, but would 
never use the title, preferring to be known simply as “Doctor” 
—he having received the degree of doctor of medicine from the 
University of Pennsylvania. He became legal possessor of the 
title upon the death of his brother in 1869, and tho he declined 
to assume it he was officially enrolled among the peers by the 
court of Great Britain, and frequently letters bearing official 
seals, inviting “Baron Fairfax” to court functions, arrived at 
Northampton, Md. “Lord Fairfax” is succeeded by his son, 
the Hon. Albert Kirby Fairfax, who was born in 1870, and who 
resides in New York. Dr. Fairfax’s death is believed to huve 
been indirectly due to a bad fall he had some years ago while 
driving a fractious horse, which came down and injured his 
spine. It was from the Fairfax family’s settlement in America 
that Thackeray drew his inspiration for ‘The Virginians.” 


It is a pleasure to announce that the learned Dr. J. C. Sulli- 
van, of Cairo, Ill, is to remain as a member of the Illinois State 
Board of Health until 1905. The doctor is one of the Most thor- 
oly competent of the physicians of the State in which he 
lives, and is a most valuable member of the board. The pres- 
ent board has in project a State sanitarium for consumptives, as 
well as one for the better care of epileptics. If its reeommenda- 
tions to the present legislature become law, the State of Illinois 
will have cause for congratulations. The present medical law in 
Illinois is good in many particulars, but needs alterations in many 
directions—notably giving the Board of Health and the courts 
more power for the eradication of fraudulent medical schools. 
Every doctor in Illinois should write the representative from his 
district urging him to support the needed reforms in Medical 
matters. 


SURGICAL NOTES. 


The treatment of inoperable cancer is a most important art, 
much neglected by the average surgeon of to-day. Practically 
75 per cent of cancers may be regarded as beyond operative treat- 
ment when first brought to the attention of competent operators. 
It is to be greatly regretted that most surgeons at once lose in- 
terest in such patients; the moment the disease is seen to be be- 
yond cure by operative measures the sufferer is turned away 


with the assurance: It is a hopeless case—go home to your fam- 
ily doctor and make yourself as nearly comfortable as possible 
to the end. There is much which can be done to prolong life 
and diminish pain besides the mere administration of opiates. 
When ulceration has begun and the discharge is foul an occa- 
sional slight curettage and the careful application of antiseptic 
dressings will add much to the comfort of the patient and 
friends. One may well apply gauze saturated with a 10 to 20 
per cent solution of chloride of zinc—in some cases, apparently 
hopeless, cure has been secured in the work of some men as in a 
case reported by Czerny of Heidelberg. Other patients are ben- 
efited by the use of the actual cautery followed by antiseptic 
dressings, the object being to keep the discharge as sweet and 
unirritating as possible—thus deferring sepsis, from Wwuiuuich so 
many people die. Occasionally the internal administration of 
arsenic has an almost marvelous effect. In sarcoma the use of 
the serum from the streptococcus pyogenes and bacillus prodig- 
iosus, administered hypodermically, as advocated by Coley of 
New York, is worthy of further trial. 


Dr. Heber Robarts, of St. Louis, the well known X-ray ex- 
pert, has recently been treating a number of inoperable tumors 
(inoperable either by reason of character or refusal of patients 
to submit to the knife) by electricity; and with success. Even 
one case of Hodgkin’s disease has greatly improved. He thinks 
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with Neftel that the electrolytic process is the ideal antiseptic, 
since it can reach the most hidden places and cavities inaccessi- 
ble to other antiseptics. Both the animal fluids, which are sa- 
line aqueous solutions, and the animal tissues impregnated by 
them, are electrolytes and readily undergo the electrolytic ac- 
tion of the current. Even compact bones and cartileges yield 
to it. This is especially the case with the proliferating tumors 
in softened bones and cartilages. For electrolysis of tumors the 
constant current alone should be employed. In treating inopera- 
ble malignant tumors by electrolysis the surgeon’s aim is to 
produce in one operation (by the action of the anode) the ne- 
crotie destruction of the tumor and of all the infectious germs of 
the surrounding tissues. The treatment of benign tumors is 
based on a different principle. Here the indication is not to de- 
stroy the tumor by electrolysis, but to induce, by the action of 
the cathode, a regressive metamorphosis, molecular disintegra- 
tion, absorption and atrophy. The particular technic to be adopt- 
ed must, therefore, be determined by the character of the par- 
ticular case to be treated. 


The Texas Clinic (of Dallas) contains a note concerning 
the cure of a case of lupus erythematosus by the X-rays after 
one year of treatment. There was in the neighborhood of the 
lesion an alopecia, which may be attributed to the fact that no 
masks were used in the beginning of the treatment. 


Dr. Rudolph Matas, of New Orleans, has a valuable article in 
Philadelphia Medical Journal, November 3, 1900, on local and 
regional anesthesia with cocaine and other analgetic drugs, in- 
cluding the subarachnoid method, as applied in general surgical 
practice. He says, in regard to the subarachnoid method, he 
would limit the indications for its applications at the present 
moment (1) to adults and to reasonable persons who have 
good self-control, thereby excluding children, hysterical patients, 
and the insane; (2) to patients in whom the methods of local 
or regional anesthesia are inapplicable; (8) to patients suffering 
from emphysema, advanced asthma, chronic bronchitis and oth- 
er respiratory affections, in whom a general inhalation anes- 
‘thesia is absolutely contraindicated—in advanced cardiac cases 
with degenerative lesions, he would fear the possible effects of 
the injection and excitement on the circulation; (4) in the major- 
ity of cases in which the painful part of the operation is not 
likely to be prolonged beyond an hour and a half, he would be 
averse, in the present state of our knowledge, to repeat the co- 
cainazation, or to increase the total dose of the cocaine tu more 
than two centigrammes (one-third of a grain), especially in ¢x- 
hausted subjects. The danger of repeating the intradural injec- 
tions to prolong the anesthesia is one of the objections to the use 
of the method in ordinary labor. This article is of great interest 
at the present moment, when every doctor is reading about co- 
eainization of the cord; and is very exhaustive in its treatment 
of the subject. 


New York Medical Journal calls attention to the fact that 
the prolonged topical use of ether has resulted in the spontane- 


ous reduction of strangulated hernia. A compress moistened 
with ether is applied over the hernia and kept moist with ether 
dropt on to it. The reduction takes place suddenly, and some- 
times accompanied by a ery of pain from the patient, followed 
immediately by a declaration of relief. The amount of ether 
employed must occasionally be as much as half a pint, and the 
duration of its use varies from fifteen minutes to two hours. 


At the recent meeting of the Southern Surgical and Gynecol- 
ogiecal Association Dr, William Perrin Nicolson of Atlanta, Ga., 
read a paper upon the subject of “Excision of the External Car- 
otid Artery in Cases of Inoperable Malignant Diseases of the 
Face,” and reported two cases in which operation had been re- 
cently done. The first case was a sarcoma of the nose which be- 
gan apparently as a polypus about eight months before. This 
was removed several times, but recurred promptly after each re- 
moval. When seen a few weeks before the operation this had 
extended sufficiently to completely obstruct the nose and cause 
great pain by constant pressure. At the time of operation this 
had progrest in a few weeks only so that the growth pressing 
under the orbit had forced the right eye out of position and there 
had been also an extension upon the forehead upon the left side. 
The patient suffered intense pain which required constant use 
of morphine for its relief. The right common carotid was ex- 
cised on October 3 and the wound healed promptly. The en- 
largement upon the left side of the forehead broke down and the 
large abscess was opened a few days after the operation. The 
pus from this, or the discharge from the nose, set up a violent 
ophthalmia from which the patient suffered for a week or ten 
days. Two weeks from the day of the first operation the carotid 
unon the left side was removed and very soon the symptoms im- 
proved in every respect, the patient was relieved of suffering. 
and the growth not only checkt but it apparently began to re- 


cede with the prospects of a material improvement in his condi- 
tion. The second case was one of inoperable sarcoma of the up- 
per jaw of three months’ duration and of very rapid growth. 
In this case the interval between the operations was longer than 
in the first, on account of the occurrence of a severe secondary 
hemorrhage on the seventh day, which was due to tying the ves- 
sel too close to the bifurcation. The first operation in this case 
relieved the patient of all symptoms caused by the rapidly in- 
creasing pressure, and the growth apparently subsided materi- 
ally. The second operation had not been performed long enough 
to give much idea as to how much permanent decrease there 
would be in the tumor. In commenting upon the operation Dr. 
Nicolson claimed that in these cases the patient was simply doom- 
ed if nothing could be done, and this appeared to be the only re- 
course that offered any hope of benefit. He had performed va- 
rious operations upon the external carotid artery in the cases of 
malignant disease, having tied the vessel twenty-six times, four 
of these being cases of double ligation. The operation had been 
not accompanied by any mortality. Little can be accomplisht 
by simply ligation of even both carotids, because the circulation 
is re-establisht so rapidly that the nutrition cannot be cut off 
with any degree of permanence. The operation of excision as 
recommended by Dawbarn seems to be the only procedure that 
offers any hope and while this would not perhaps produce much 
permanent effect, yet it seems undoubtedly true that the lives 
of patients can be much prolonged and their sufferings greatly 
lessened. The operation is one of considerable magnitude and 
deals with structures of great importance anatomically, yet the 
result demonstrates that there is comparatively little danger in 
the performance of it. 


The “normal salt solution” usually employed for intravenous 
injection in case of severe loss of blood and for hypodermoclysis 
in acute shock consists merely of six parts of salt to one thou- 
sand parts of distilled water—boiled just before using and al- 
lowed to cool to 105 degrees Fahrenheit. 


Lanphear, of St. Louis, recently operated for appendicitis in 
a case where the pus from the ruptured appendix had burrowed 
between the two layers of meso-colon in such a way that the ab- 
scess cavity was close to the lumbar vertebrae; and the thicken- 
ing of the two peritoneal coverings was so great as to make the 
first appearance very like a sarcoma. The mesenteric glands 
were numerously enlarged. There was no attempt by Nature to 
form adhesions, tho the pus had been there for several days. 


Ball, of St. Louis, the well-known authority on ophthalmic sur- 
gery, says that the much-lauded remedy, protargol, must be used 
with care in the treatment of conjunctival disease, as its long- 
continued application leads to a permanent discoloration just as 
markt as does nitrate of silver, The tint is blue instead of the 
black of its sister salt. 


Every case of goiter which shows a tendency to grow should 
be subjected to operation. In making thyroidectomy surgeons 
now leave a small part of the thyroid, whenever a healthy area 
ean be found, in order to prevent the appearance of post-opera- 
tive myxedema and other complications—a point never to be 
forgotten, 


In the treatment of acute cystitis irrigation with a weak solu. 
tion of formalin will be found beneficial. 


As an application for soft chancre the following will be found 
satisfactory: Salicylic acid 8, tinct. benzoin 15, vaseline 225. Direc- 
tions: Wash the ulcer with sublimate solution (1 to 2000) and 
cover with gauze well charged with the ointment. 


In abdominal surgery it is a rule that the use of morphine 
after operation means death. If pain is unbearable, one grain 
of phosphate of codeine may be given hypodermically every two 
or more hours. It has few of the objectionable features of mor- 
phine and less of its dangers. 


The very best results are now claimed from the use of Un- 
guentum Crede as a local application in the treatment of local- 
ized erysipelas. It is rubbed into the skin of the affected area 
and for some distance around for at least fifteen minutes thrice 
daily. and is said to very quickly destroy the proliferating power 
of the underlying streptococcus pyogenes (streptococcus of 
Fehleisen), which is the cause of the erysipelatous inflammation. 


In Alabama Medical Journal for Octoher, Dr. H. N. Rosser 
reports several cases of burns, and gives his method of treat- 
ment. He says he does not remove the clothing until he is ready 
to apply the dressing, as exposure to the air is painful and in- 
jurious. Sterilized gauze smeared with a two-per-cent ecarbolized 
vaseline he believes to be the best application, and this is held 
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on not by roller bandage, but by broad pieces of gauze slit in 
several places similar to a Scultetus, This is allowed to remain 
for three days, unless there is some urgent necessity for its 
earlier removal, and the same ointment is reapplied. No water 
is used in the dressing, but the wound is cleaned by dry sterile 
gauze. After separation of the slough, if any, he dusts on 
acetanilid crystals regardless of the extent of the wound. 


Now that we know acute inflammation to be due to microbic 
infection and not to blood-changes and other internal causes 
claimed by ancient pathologists, opium must no longer be classt 
as a remedy which “cures inflammation.” Its good effects are 
due solely to the tranquility it brings—with corresponding want 
of motion; rest still being one of the best means for allowing Na- 
ture to quickly eliminate the poison and restore the infected parts 
to health. 


When patients refuse to have a knife used for cutaneous can- 
cer and insist upon the disease being “burned out,” a far better 
treatment than the use of arsenic or zine paste is to inject a lit- 
tle cocaine under and around the sore and then burn the tissue 
thoroly with the Paquelin cautery. If the surgeon is not too 
timid, a surprisingly large proportion of cases may thus be cured. 
Indeed, it is possibly a better remedy than the knife. The wound 
is afterward treated as a simple burn. 


At the late meeting of the American Association of Obstetri- 
cians and Gynecologists, Dr. T. J, Crofford, of Memphis, Tenn., 
said he has performed curettage of the bladder several times. 
If the inflammatory process is confined to the neck or there- 
abouts, there is very little difficulty attending the curetment of 
that area of surface. No inflammatory zones should be left to 
cause further trouble. 


The editor of American Practitioner and News, of Louisville, 
remarks anent a very important topic: The justitiability of lap- 
arotomy for intestinal perforation in typhoid fever is a question 
which is being discust at present to a considerable degree by 
both surgeon and practitioner, and indeed it is a question that 
deserves our most serious consideration, because there is always 
a life at stake.. With our present knowledge of the technic of 
laparotomy, it would seem that the dangers of death from the 
operation, aside from shock, are reduced to a minimum. Hence 
the only chance of saving the lives of these patients is to open 
the abdomen and close the perforations in the gut. The duty of 
the practitioner and surgeon is plainly indicated in all cases. In 
fact, there is only one of two things to do, and that is to let the 
patient die without giving him the last and only change to save 
his life, or to give him this chance by operating. These people 
are at the mercy of their physicians, and it would seem that 
nothing should deter any doctor from doing his plain duty in 
these cases. None of us can tell for certain how much a sick 
person can stand until the trial has been gone thru with, and 
where there is everything to gain and nothing to lose, why hesi- 
tate? Every now and then a surgeon is found who will hesitate 
to do any operation that he thinks will not be successful. Such 
men are not just to themselves nor their clients. Records count 
for nothing when a life is at stake. 


Charlotte Medical Journal gives a condensation of an article 
on the treatment of ingrowing toe-nail, by Dr. Geo. G. Van 
Schaick, in which the auther c'a’ms that total avulsion for this 
condition has now become deserved'v obsolete. He recommends 
three operations, the Cotting, Anger’s and the wedge. The Cot- 
ting operation consists practically in a complete removal of the 
affected edge of the toe, including the fold, a part of the nail and 
the matrix. A narrow-bladed knife is used to transfix the lat- 
eral fold, the point coming out upon the side of the plantar sur- 
face of the toe. The edge of the knife is directed upwards, and 
cuts out a fiap extending a quarter of an inch above the proxi- 
mal edge of the nail. This flap is then seized with forceps, the 
blade of the knife is directed downwards, still cutting along the 
edge of the nail, and the entire edge is thus removed. “The edge 
of the nail, including the matrix, is removed by a sweep of the 
knife along the affected side of the bone. This operation, at 
first sight, seems so radical as to appear quite brutal, yet it af- 
fords the best results when well done, and the large surface 
left to granulate gives much less trouble than would commonly 
be thought to be the case. All these operations are done with 
constriction by a rubber band, at the root of the toe. The bleed- 
ing is really slight, and it is seldom that any small arteries have 
to be tied or twisted. The raw surface is covered with an anti- 
septic powder, and the toe is drest with gauze and then with rub- 
bere protective. Then a narrow bandage is firmly applied, after 
which the constricting rubber band is removed. The protective 
will prevent the blood from coming thru the dressing and final 
bandage, a great advantage from the double standpoint of ap- 


pearance and antisepsis. The dressing should be changed on 
the next day. he materials under the protective will be found 
soakt in semi-dried blood, which is then washt away with 
peroxide of hydrogen. The dressing with an antiseptic powder 
is repeated, but no protective is applied unless there should be 
some evidence of sepsis. Patients can usually walk about in 
slippers, or a shoe that has been cut away at the side, within 
two or three days. 


GYNECOLOGICAL NOTES. 


Incontinence of urine in women, due to prolapse of the ureth- 
ral mucous membrane and relaxation of the urethral muscles 
may sometimes be cured by the following method: Under co- 
caine the redundant mucous membrane is cut away and the 
wound sutured with fine catgut. The mucous membrane is then 
split up to near the vesical entrance, and a strip about one-eighth 
of an inch in width removed down as far as the meatus. Three 
catgut stitches are then introduced into the deeper tissues arouna 
the urethra and tied so as to close the wound. A Nelaton’s cath- 
eter is then introduced and left two days. If healing by primary 
union be secured immediate cure may be effected; if not, a iater 
yt may result from contraction of the scar tissue thus pro- 

uced. 


To the gynecologist there is perhaps no subject of greater 
importance than puerperal sepsis, as that lies at the base of so 
many of his chronic cases. Therefore its treatment—tho coming 
rather in the domain of obstetrics instead of gynecology—is of 
interest. Dr, I’. B. Moore, of Bushy Creek, Tex., in Texas Med- 
ical Journal, of November, 1900, has an interesting article cn 
the subject in which he says the treatment of puerperal sepsis 
consists, first (if possible), in removing the source of infection, 
the severity of which we can usually with safety judge by the 
range of temperature. If the temperature after delivery re- 
mains above 100 degrees F. for twenty-four hours without evi- 
dent cause it is safe to wash out the uterine cavity with hot 
water with or without some antiseptic added. Of these probably 
the safest is carbolic acid, 30 cc. to a quart of water, used in a 
fountain syringe, with Bozeman’s uterine douche. The doctor 
should make up two quarts of the solution, and after thoroly 
cleansing the external genitals and vagina, attach the douche 
to pipe and invade the uterine canal clear up to fundus. This is 
best followed by sufficient dose of saturated solution of magne 
sium sulphtate, given in tablespoonful doses every thirty minutes 
until the bowels move freely. The hot water doucke and salt 
also, should be repeated often until the attendant is convinced 
that severe measures are required. Should these fail to hold the 
temperature down this would be evidence sufficient to justify 
one in the use of the curet, but the danger to the uterine wall 
and the bad results often following this operation even when 
done by the most skilled operators, should remind us that in 
these cases we cannot be too careful with this useful but very 
dangerous instrument. As to the constitutional treatment vera- 
trum viride, salicyates of sodium and sulphate of quinine may 
be used with advantage; also saline purgatives, nutriment and 
tissue making foods, alcoholic stimulants, hypodermoclysis of 
normal salts solution, and the use of anti-streptococcic serum. 
This last remedy is the coming treatment in all puerperal infec- 
tions of streptococcic character, not that it will eliminate all of 
the malady in mixt conditions, but it will eliminate one, the most 
serious, of the micro-organisms and thereby reduce a complex 
pathological problem into one more simple. 


At the late meeting of the Southern Surgical and Gynecolos- 
ical Association Dr. L. H. Laidley, Professor of Gynecology in 
Beaumont Medical College of St. Louis, read a paper on “Fibro- 
ma of the Ovary” and exhibited specimens. The case history 
was this: Mrs. H., aged twenty-nine years, married, usually en- 
joyed good health, with the exception of almost complete deaf- 
ness due to a specific disease, for which she was treated some 
fifteen years ago. She became pregnant and was delivered of a 
healthy child about two months before the removal of the tu- 
mor. She had noticed a tumor in the region of the left ovary 
about two years ago; it was hard and slightly movable and con- 
tinued to grow to the size of two fists. In the development of 
pregnancy it was prest upward on a line with the umbilicus and 
could readily be felt in her left side. There was no pain or dis- 
comfort with its presence up to the tenth day after her delivery. 
She had a favorable “getting up,’’ when on the fifteenth day she 
had fever with pains, causing her again to take to her bed. These 
continued until Dr. Laidley saw her two months later. Upon ex- 
amination he found the lungs, heart and abdominal viscera in 
normal condition. There could be readily felt and seen a hard. 
immovable tumor in the left umbilical region, with considerable 
ascitic fluid in the cavity. On January 20 an abdominal section 
was made, revealing a solid tumor adherent to the anterior wall 
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of the abdomen; which was easily detacht. Posteriorly, the folds 
of the bowel were adherent to the mass; they were with difticulty 
dissected off and the tumor freed. It was kidney-shaped, hard, 
with short pedicle, one inch in diameter by two inches in length; 
this was ligated and the tumor removed. When the ligature was 
tied it readily cut thru its peritoneal covering, but secured the 
stump from hemorrhage. On examination of the remaining or- 
gans it was found that the stump of the pedicle occupied the lo- 
cation of the ovary; the tube remained distinct and separate from 
the tumor; the opposite side showed a healthy tube and ovary. 
There was considerable loss of blood from the surface hem- 
orrhage following the operation, but with that exception there 
was no difficulty encountered. The patient made an uninterrupt- 
ed recovery. The tumor weighed thirty-two ounces and meas- 
ured six by five by three inches. The histological report showed 
the growth to be a pure fibroma, as was also evident from a 
microscopical examination. 


The subject of an interesting paper presented to the Southern 
Surgical and Gynecological Association by Dr. J. Wesley Bovee, 
of Washington, was entitled: ‘An Operation Devised for the 
Treatment of Markt Prolapse of the Rectum in Women.” Its 
application has, however, but a limited field—as the author ad- 
mits, as sterility must exist. The operation he practist may per- 
haps be best understood by ‘his description of a case: The pa- 
tient had been treated unsuccessfully for a number of years for 
prolapse of the rectum and uterus, and hemorrhoids. When first 
seen she was suffering from large internal and external hemor- 
rhoids and a protruding roll of three inches of the rectum, that 
was thickened and much discolored. The uterus was of normal 
size, with the cervix just behind the pubes and the fundus low 
posteriorly. The hemorrhoids were first removed, and then the 
abdomen was opened by the usual sub-umbilical median Ine in- 
cision. The appendages were removed and the uterus firmly 
fixt to the abdominal wall by four strong interrupted catgut su- 
tures, which past thru a considerable portion of the fundus at 
the top and the principal fascia of the abdominal wall on either 
side of the incision. The rectum was then drawn upward until 
it was fairly tense, and was so held by an assistant until it was 

‘ sutured to the cul-de-sac and posterior wall of the uterus up as 
far as the abdominal wall. This was done by a running catgut 
suture. It completely divided the retro-uterine pelvic cavity into 
two equilateral ones. At the end of eight months there is no 
evidence of relapse and the patient is perfectly well. 


New York Medical Journal publishes a report by Dr. Ralph 
Worrall which is of much medico-legal importance as well as 
of interest to all gynecologists. The patient was a woman, aged 
twenty-three years, married four months, who consulted him on 
November 1, 1899, for amenorrhea of two months’ duration, the 
menses having previously been perfectly regular and normal. 
He noted—“Uterine pregnancy of about six or eight weeks—ev- 
erything physiological.” On March 20, 1900 (nearly four months 
afterward), she again consulted him, “to know why she was not 
larger.” On examination he again found the uterus of the size 
of a sixth or eighth week pregnancy, and on subsequent exam- 
inations, at intervals of a month, in April and May, he noted the 
physical signs to be exactly the same. The patient, during all 
these months, lookt in robust health, and exprest herself as feel- 
ing “grand.” There had been slight morning sickness up to his 
visit in November, but none since. Amenorrhea had been com- 
plete, except for a show during a few days of April. Up to May 
30, altho he firmly adhered to his diagnosis, he did not counsel 
interference, as there were absolutely no symptoms. On that 
date, however, the patient being in statu quo, he past the sound, 
which entered to a depth of four inches. On June 8, just nine 
months from the commencement of the pregnancy and seven 
months from the date of the first consultation, eight hours of 
severe labor resulted in the expulsion of an ovum the size of a 
hen’s egg. On section, turbid liquor amnii escaped, but no blood 
clot. The fetus, one inch long, and the umbilical cord, half an 
inch, were distinct. There was not the slightest sign of decompo- 
sition, nor did the specimen exhibit any of the characteristics of 
a mole. The only evidence of a pathological condition present 
lay in the elevations and depressions on the fetal surface of the 
membranes, which indicated that it was an example of endome- 
tritis decidua tuberosa. In this disease (a good account of which 
will be found in Lusk’s “Midwifery,”’) there is a hyperplasia of 
the decidua, relatively greater in some areas than others; hence 
the tuberosities. It is said to lead invariably to the expulsion of 
the ovum before the fourth month. In the author’s case, the 
pregnancy did not terminate until the ninth month, and probably 
would have continued longer had he not past the sound. Mist 
abortion, says Dr. Worrall, is usually defined in the textbooks 
as “the death of the fetus, threatened abortion, the subsidence of 
the symptoms, and the retention of the ovum for a varying length 
of time.” In this case there were no symptoms whatever of 
threatened abortion beyond a very slight show of blood in the 


seventh month, and, therefore, he has not designated it a case 
of mist abortion. Upon this unusual case, the author makes the 
following very sound comment: “That the subject may be one 
of great importance is clear. Had this woman’s husband been 
absent for eight or nine months prior to the expulsion of this 
ovum, there are few medical men, who, seeing the patient then 
for the first time, would not have felt convinced that illicit in- 
tercourse must have taken place about two months previously. 
The opportunity I have had of watching this case thruout, thus 
verifying the facts, made me feel that it was a duty to place on 
record what is undoubtedly of much interest from a medical 
standpoint, and might possibly be of no small assistance to the 
cause of justice.” 


Dr. H. A. Barr, of Beaumont, Tex., records (Texas Medical 
News) a removal of a uterine fibroid under exceptional difficul- 
ties. He made the usual median incision, some three and one- 
half inches in length. The abdominal walls were enormously 
thickened by an excessive deposit of adipose tissue. On opening 
the abdominal cavity the tumor at once presented itself to view. 
It was found to be a typical fibroid, pediculated, attacht to the 
fundus near the right cornu, During its development it had in- 
volved the right tube, and to some extent the right ovary. The 
right tube could not be isolated at all, appearing to form part of 
the mass. The right ovary was firmly adherent to the tumor, 
and almost completely covered with small cysts, ranging in size 
from a “buck shot to that of a small marble.” There was also 
some adhesions between a coil of small intestine and the tumor, 
but these were broken up without difficulty. On account of the 
extreme. thickness of the abdominal walls it was very difficult 
to separate the mass from its attachments to the uterus. The 
patient was therefore placed in the Trendelenberg position, which 
to some extent overcame the difficulty, and enabled the doctor to 
remove the mass within a reasonable time. By reason of the in- 
volvement of the right tube and condition of right ovary, these 
were removed together with the tumor. The wound of the 
uterus made by cutting away the tumor was closed with catgut; 
also the broad ligamenet was tied off with the same material. 
The abdominal walls were closed with a buried layer of catgut, 
which included peritoneum, the superficial parts being brought 
into apposition by silkworm gut. There was very little shock, 
and the patient’s recovery was rapid and uninterrupted. Bowels 
moved on third day, and at no time did the temperature go above 
99 degrees F. She was able to sit up the twelfth day, and left 
hospital on the twenty-fourth day after operation. She has since 
been enjoying splendid health, with no recurrence of her former 
trouble. 


LITERARY NOTES. 


Scattered Leaves from a Physician’s Diary.—A series of satiri- 
eal sketches from real life, reflecting more or less upon the men 
who control it, by Albert Abrams, A. M., M. D. (Heidelberg), 
F. R. M. S., San Francisco, author of “The Antiseptic Club,” 
ete.; pp. 60, with frontispiece; 50c. St. Louis Mo. Fortnightly 
Press Co., publisher. This is a quite entertaining little volume 
decidedly out of the ordinary line of medical writings. Some of 
the sketches are of decided interest; others below what one would 
expect from a writer evidently so capable of commendable work. 


Vol. I, No. 1 of the New York State Journal of Medicine has 
been received. It is a neat magazine printed to take the place 
of the annual volume of transactions of the New York State Med- 
ical Association, and is to appear monthly. It will be a welcome 
visitor. The statement of the editor (Dr. James Hawley Burten- 
shaw, of New York City) that ‘the publication of a monthly 
journal in place of an annual volume of transactions by a State 
Medical organiation is a new departure” is wrong; a number of 
States—especially in the West—tried the experiment, which 
proved unsatisfactory, tho Illinois still continues the practice. 
Pennsylvania, too, has its Pennsylvania Medical Journal printed 
at Pittsburg and devoted to the interest of the State society. So 
the New York venture is not new. It is to be hoped it will be more 
successful than some of its predecessors in the same line. 


The Bacillus is a pretty little journal recently started as the 
official organ of the Illinois Medical College and publisht by the 
school at Chicago. Being well edited and beautifully printed it 
should be an excellent “student getter” as well as a popular 
medium for the interchange of thoughts on the part of faculty 
and alumni. 


The Regular Medical Visitor has been made the official organ 
of the St. Louis College of Physicians and Surgeons. Under 
the editorial management of Dr. Geo. Howard Thompson, Pro- 
fessor of Therapeutics and Experimental Medicine in that insti- 
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tution, it is becoming an interesting periodical. It promises to’ 


become one of the leading medical publications of the Mississippi 
Valley—and its success will be well deserved. 


“Lost, Strayed or Stolen”’—A blue covered medical journal 
known as The Stylus, aforetime official organ of the Beaumont 
Medical College of St. Louis. Has anyone seen it lately? Infor- 
mation as to its being possibly alive will be thankfully received 
by the exchange editor of this journal. 


And where is the Clinique, ex-official organ of the St. Louis 
College of Physicians and Surgeons? Does the Moffett-West 
Drug Co. issue such a small edition that an exchange copy can- 
not be sent the American Journal of Surgery and Gynecology? 
Not a copy has been received at this office for several months. 
If dead, some one please start the doxology. 


The littleness of Wm. Wood & Co., of New York, as medical 
publishers, is shown in their “copyrighting” a reprint of a paper 
on “Fibroma of the Ovary” by Dr. Leonidas H. Laidley, of St. 
Louis, read at the last meeting of the American Association of 
Obstetricians and Gynecologists. If the matter were carried to 
the courts no judge would decide that a paper read before a 
medical society can be copyrighted by any medical publisher, as 
such copyright would prohibit the publication of the article in the 
volume of transactions without the written consent of the pub- 
lishers; and the paper after its presentation is the property of the 
society and not of the author or his printers, according to,the well 
establisht rules of medical associations. But the attempt to re- 
strict republication by copyright shows the spirit which has an- 
imated this firm for years, a spirit which is calling down condem- 
nation from doctors in all parts of the land. 


Dr. Francis Reder, of St. Louis, with the New Year, sends 
out a little paper-covered volume dedicated to his father (also a 
doctor)), containing some thoughts on the new year and two re- 
prints: “The Rubber Bulb as an Aid to Intestinal Resection,” 
which was publisht originally in 1892, tho Dr, Howard Kelly as- 
cribes, in his work on Operative Gynecology, the invention of this 
appliance to Halstead of Johns Hopkins University, who described 
it five years after Reder’s article appeared; and “The Intravesical 
Bulb in Operations upon the Bladder.” Any surgeon who has 
not read these interesting articles will do well to send to the 
author for a copy. 


Among reprints lately received the following are worth not- 
ing: The Pathology of the Puerperium, by C. B. Kinyon, M. D., 
Professor of Obstetrics and Gynecology in the Homeopathic De- 
partment of the University of Michigan, Ann Arbor. * * * 
Bone Inflammation and Sequences, by Hugh M. Taylor, M. D., 
Richmond, Va., Professor of Surgery in the University College of 
Medicine. * * * Sub-Arachnoidean Injection of Cocaine Hy- 
dro-chlorate for Surgical Anesthesia in Operations below the 
Diaphragm, by the same author. * * * What Constitutes Con- 
eervatiam in the Treatment of Appendicitis? by the same author. 

* * The Good Nurse, by James H. McBride, M. D., Los An- 
aa Cal. * * * A visit to the Netherland Eye Hospital at 
Utrecht, by Dr. E. O. Sisson, Keokuk, Iowa. * * * The Sur- 
gical Treatment of Appendicitis, by Edmund C. Brush, A. M., M. 
D., Janesville, Ohio. * * * Uterine Displacements and Devia- 
tions, by Chas. L. Bonifield, M. D., Cincinnati, Ohio. * * * In- 
dications for Drainage in Diseases of the Biliary Passages and 
the Technic of the Operation, by J. E. Summers, Jr., M. D., 
Omaha, Neb. * * * Fracture—Dislocation of the Spine in the 
Dorso-Lumbar Region, by Chas. S. James, M. D., Centerville, 
Iowa. * * * The American Girl to Today, by Geo. J. Engel- 
mann, A. M., M. D., Boston, Mass., President of the American 
Gynecological Society. * * * The True Suspended Position, 
by the same author. *° * * Roentgen Rays in the Treatment of 
Skin Diseases and for the Removal of Hair, by Willam Allen 
Pusey, A. M., M. D., Professor of Dermatology in the College of 
Physicians and Surgeons of Chicago. * * * Physicians as 
Speakers, by Wm. Whitford, Chicago, Ill. * * * Typhoid 
Fever, by Samuel E. Earp, M. S., M. D., Professor of Principles 
and Practice of Medicine in Central College of Physicians and 
Surgeons of Indianapolis. * * * The Origin of Corpora Amyl- 
acea in the Prostate Gland, by Joseph Rilus Eastman, B. S., M. D., 
Indianapolis, Ind. * * * Stricture of the Esophagus and Elec- 
trolysis in its Treatment, by Charles D. Aaron, M. D., Detroit, 
Mich., Gastro-Enterologist to Harper Hospital. * * * The 
Justo-Major Pelvis as a Factor in the Causation of Perineal In- 
juries, by Joseph Brown Cooke, M. D., New York. * * * Gen- 
eral Surgical Anesthesia and Anesthetics by Ernest J. Mellish, 

M.D, Chicago. * * * Camp and Out-door Life as an Aid to 
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the Permanent Cure of Tuberculosis, by Thos. Bassett Keyes, 
M. D., Chicago, lll. * * * A ‘Treatment for Acute Serous 
Synovitis Permitting of Joint Functions, by Phil Hoffmann, M. 
D., St. Louis, Mo., Chief of the Orthopedic Clinic at Washington 
University. * * * A Common Undescribed Affection of the 
Extensor Muscles of the Thumb, by the same author. * * * 
The Diagnosis of Tubercular Arthritis, by the same author. 
* * * Methods of Surgical Disinfection Employed at Augus- 
tana Hospital, Chicago, by A. J. Ochsner, M. D., Surgeon-in- 
Chief. * * * Suprapubic vs. Vaginal Route, by J. P. Runyan, 
M. D., Little Rock, Ark. * * * Locomotor Ataxia, by D. S. 
Booth, M. D., St. Louis, Mo. * * * Imperfect or Deficient 
Urinary Excretion, by L. Duncan Bulkley, A. M., M. D., New 
York. * * * Strangulated Hernia, by Parker Syms, M. D., 
Clinical Professor of Surgery in New York University and Belle- 
vue Hospital Medical College. * * * Alcohol and Alcoholism, 
i age Everts, M. D., Superintendent of the Cincinnati Sani- 
rium. 


An unusually interesting book is that entitled: “The Obstet- 
ric Clinic.” It is written by Denslow Lewis, Ph. C., M. D., Pro- 
fessor of Gynecology in the Chicago Policlinic; President of the 
Attending Staff of Cook County Hospital, Chicago; President of 
the Chicago Medical Examiners’ Association; Vice-President of 
the Illinois State Medical Society; ex-President of the Physicians’ 
Club of Chicago; Consulting Obstetrician to the Florence Nightin- 
gale Home; Senior Gynecologist and Obstetrician to the Lakeside 
Hospital, Chicago; late Special Commissioner from the Lllino:s 
State Board of Health and the Health Department of Chicago for 
the Investigation of Municipal Sanitation in European Cities. it 
comprises a series of thirty-nine clinical lectures on practical ob- 
stetrics delivered to students and practitioners in Cook County 
Hospital, Chicago; together with remarks on criminal abortion, 
infanticide, illegitimacy, the restriction of venereal diseases, the 
regulation of prostitution and other medico-sociologie topics. It 
is an octavo volume of 640 pp. and is sold for $3 in cloth binding, 
by E. H. Colegrove, 65 Randolph street, Chicago. The presswork, 
paper and binding are something awful, recalling the Biblical 
quotation: “Does one put new wine into old bottles?” ’Tis a pity 
that such excellent reading matter should be issued in such shape. 
Some of the lectures are in reality among the most scientific and 
practical contributions to obstetric literature; and it is to be hoped 
that its sale may be sufficient to induce the justly distinguisht 
author to issue a second edition in a style commensurate with 
its value. It would be an advantage, too, if the subject of each 
lecture were carried at the top of each page. 


Dr. Geo, M. Gould, who has made such a success of the Phi'a- 
delphia Medical Journal—placing it at the head of all Eastern 
medical publications—is no longer connected with that periodical 
which has past into the hands of laymen, who no doubt will not 
be so careful as has been Dr. Gould in regard to the strictly ethi- 
eal character of all medicines advertised in its pages. Dr. Gould 
will soon begin the publication of a weekly journal of the same 
high aims and excellent character of its reading matter as made 
the other weekly so popular. He will have the active sympathy 
and support of thousands of men who have admired his course 
in conducting the Philadelphia Medical Journal as a high-class, 
honest, fearless advocate of ethical practice. 


Herbert S. Stone & Co., of Chicago, announce that they have 
in preparation and will soon issue the following important work: 
“A Textbook of Special Surgery,” for practitioners and students; 
by Dr. Franz Koenig, translated from the seventh German edi- 
tion, which has but recently appeared, by Arthur B. Hosmer, M. 
D., and edited by Christian Fenger, M. D. It is an authorized 
translation and will consist of three large octavo volumes, printed 
on an especially fine grade of plate paper, and each volume will 
eontain in the neighborhood of 300 illustrations. 


THE AMERICAN WAY. 


The Frenchman likes his native wine, 
The German likes his beer, 

The Irishman likes his whisky straight 
Because it brings him cheer; 

The Englishman likes his half-and-half 
Because it brings him dizziness; 

The American has no choice at all— 
He drinks the whole blamed business, 


DR. JOHNSON’S SARCASTIC POEM. 


The parson points the way to heaven; 
And then, with tender care, 

The doctor consummates the work, 
And sends the patient there! » 
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LESS 


IS THE MOST POWERFUL ANTISEPTIC AND PUS DESTROYER. 
HARMLESS STIMULANT TO HEALTHY GRANULATIONS. 


3~— combined with Ozone.) 


The MOST POWERFUL HEALING AGENT KNOWN. 
Successfully used in 


Diphtheria, Croup, Scarlet Fever, Sore Throat, Catarrh of the Nose, Ozcena, 
Hay Fever, LaGrippe, Bronchitis, Asthma, Laryngitis, Pharyngitis, 
Whooping Cough, Ete. 

Inflammatory and Suppurative diseases of the Ear. 

Send for free 300-page book ‘‘ Rational Treatment of Diseases caused by Germs,” containing reprints 
of 140 scientific articles by leading contributors to medical literature. 

Physicians remitting 50 cents will receive one complimentary sample of each, ‘‘Hydrozone’’ and 
‘*Glycozone.”’ 

Hydrozone is put up only in extra small, small, medium and large size bottles bearing a red label, white letters, gold 
and blue border, with my signature. 

Glycozone is put up only in 4-oz., 8-oz. and 16-oz. bottles bearing a yellow label, white and black letters, red 
and blue border, with my signature. 


MARCHAND’S EYE BALSAM PREPARED ONLY BY 
cures all inflammatory and contagious diseases of the eyes. 
DISTRIBUTING AGENTS: 
Thomas Christy & Co., 25 Lime Street, London, England. > 
Leeming, Miles & Co., 53 St. Sulpice Street, Montreal, Canada. —_ 
Beckett, Zeilin & Co,, 220 Sutter Street, San Francisco, Cal. Chemist and Graduate of the" Ecole Centrale 
E. H. Buehler, 134 Lake Street, Chicago, Ill. eee Sree 
John W. Lehman, 428 Camp Street, New Orleans, La, 57-59 Prince St., New York. 


= SOLD BY LEADING DRUGGISTS. AVOID IMITATIONS. MENTION THIS PUBLICATION. -—— 


‘DR: 


Dr. Price’s Cream 
Baking Powder is made 
from cream of tartar, a pro- 
duct of grape, and the most 
healthful of all fruit acids, 


Dr. Price’s Baking Powder raises the bread without fermentation, and 
without affecting or changing the constituents of the flour. 


Fresh bread, cake, biscuit, griddlecakes, etc., raised with Dr. Price’s Bak- 
ing Powder, may be eaten by persons of dyspeptic tendencies or the most sensitive 
stomachs without distressing results. 


Food for the sick requiring to be leavened is made more nutritious and 
healthful by the use of this leavening agent than by yeast or other baking powder. 


NOTE—Cheap and imitation bowie | powders are recommended and their sale pushed by certain grocers because of the greater profit in them. 

These imitation powders almost invariably are made of alum. Alum costs but two cents a pound, while cream of tartar costs over thirty cents. 

Alum is employed simply because it is cheap, but — physician knows that the use of this corrosive poison in food is at the cost of health. 
hink of nursing mothers, delicate girls and sickly children being fed on food made with alum! 
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S 


"THERE ARE TWO SCHOOLS OF ANTISEPTICISM. 


LISTER, THEIR RESPECTIVE. GODFATHERS 
ONE POURS ALL ITS LIBATIONS TO THE GODESS OF 


(Se THE OTHER TO THE NEMISIS OF GERM DESTRUCTION 
N 


Supplies both Schoois with an ABSOLUTELY EFFECTIVE 
and ABSOLUTELY UNOBJECTIONABLE WEAPON = 


ABSOLUTE CLEANLINESS. 


IT 1S THE BEST DETERGENT and the MOST 

RELIABLE ANTISEPTIC KNOWN because it 
unerringly cleanses, and, unlike other potent 
antiseptics, It never irritates, is NEVER 
INJURIOUSLY ABSORBED AND CAN 
NOT BE MADE TOXIC. | 
These are DEMONSTRABLE FACTSand 
they, tell their own fale, no physician 
1s Obliged fo take the makers word: 
the tests are easily applied. 
We, invite these testsand 
Stand or Fall by them. 


465 WEST BroADWAY, 
NEW YORK. 


Hic ago. 
CASO. 


SUCCESSFUL SURGERY 


Often Depends Upon the Quality of Catgut. 
The Reputation of the Hollister Produc- 
tions is Well Established Among Critical 
Operators. 


Hollister’s Formaldehyde, Argentiform and 
Chromiform Catgut in Hermetically 
Sealed Glass Tubes. 


Tubes of sterilized gut, each containing 100 inches, 
any selection, per dozen, $2.50. 

For trial purposes, we will send two regular sized 
tubes, prepaid, to any physician on receipt of 25c. to 
cover expressage. 

Prof. Alex. Hugh Ferguson says: “In Mr. Hollis- 
ter’s careful and scientific work in the preparation of 
Catgut for —— operations, I have learned by expe- 
rience to have implicit confidence.” 

H. T. Byford, M. D., says: “I have been using Mr. 
Hollister’s Catgut for two years and a half at all opera- 
tions, and have had no cause for complaint.” 


CHONDROLINE 


Chondroline, eo to replace the oily lubricants 
in gynecological an =~ examinations, is com- 
posed of select chondrus, in combination with active 
antisepticagents. This preparation is freely soluble in 
water, snd may be readily washed from the hands and 
instruments after use, no soap or alkali being necessary 
for its compete removal. Sterilized in_its final con- 
tainer, and will always remain aseptic. To introduce, 
we wiil send prepaid, on receipt of 20c., one 2-0z. tube of 
Chondroline. 

Our new Catalogue contains prices and information 
of all of our materials, prepared according to the high- 
est standard of Aseptic Surgical Practice. Sent on re- 


quest. 
B. K. HOLLISTER CO., 


Manufacturers of Aseptic Surgical Materials, 
35-37 Randolph St. i CHICAGO, 


THE CHICAGO SCHOOL OF GYNECOLOGY 


ABDOMINAL SURGERY 


A POST - GRADUATE SCHOOL 


_ _For special and clinical instruction in Gynecologic examinations, 
in diseases of the Abdomen and Abdominal Surgery. Classes limited 
to 6 physicians, who also witness operations, standing near the oper- 
ator. Courses of four weeks are given the year round, excepting the 
month of August. Address 


DR. BYRON ROBINSON, 
$00 State Street, CHICAGO, ILL. 


Standard Seamless Rubber Cloves 


can be repeatedly 
sterilized by boiling 
in pure water. 
Sizes, 514, 6, 6%, 
etc., to 10 inclu- 
TRADE MARK. sive. Extra light, 
light, medium, heavy and extra heavy weights. Measure 
number of inches around palm of hand, between thumb 


and knuckle, for size. 
MANUFACTURED BY 


The Miller Rubber Mfg. Co., 
AKRON, O. 
Sample Finger-Cots sent upon mentioning American Journal of Surgery & Gynecology. 
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ADVERTISING RATES FOR i903. 


ONE YEAR. MONTHS. THREE Mos 
$360 00 $180 00 $90 00 
One-half Page 180 00 90 00 45 00 
One-fourth Page.................:.s:0+ 90 00 45 00 _ 24 00 


50 Per cent. additional for space facing reading matter. 


AMERICAN JOURNAL PUBLISHING COMPANY, 
ST. LOUIS, MO. 


DO YOU KNOW THE VIRTUES 


Of the water and climate of Eureka Springs, Ark? Do you want 
toknow? We havea booklet on the subject which is yours for 
the asking; it is free. Smee Bryan Snyder, G. P. A., Frisco 
Line, St. Louis. 


A NEW FIRM. 

Mr. L. M. Heilbrun, of the old Medical Advertising Bureau, 
of New York, has associated with him Mr. A. P. Hafner, and in- 
corporated the Heilbrun-Hafner Agency. The new firm will de- 
vote itself to the handling of medical advertising. With such an 
experienced solicitor as Mr, Heilbrun, the agency ought to prove 
successful. 


FLAXSEED AS A POTENT MEDICAMENT. 

Many of the medicinal properties of flaxseed were well known 
long before Hippocrates recommended its use with the yolk of 
an egg in children’s catarrh, in abdominal pains, diarrhea, dys- 
menorrhea and leucorrhea; and it is certain that since his time 
there has been no other remedy so widely and largely used in 


all inflammations of the internal mucous membranes, especially 


in those of the bronchial and urinary organs. But it was not 
until after Prof. Thompson, in 1888, urged upon the attention of 
the profession his strikingly successful way of treating expec- 
torant coughs with an emulsion of linseed oil that the great and 
far-reaching therapeutic value of this flaxseed product was wide- 
ly recognized and welcomed. 

Prof. Thompson at first had great difficulty in making a stable 
emulsion of linseed oil at all, and still more in making it pal- 
atable, but after repeated trials he succeeded in getting one (the 
formula of which he published), which he considered quite the 
equal and in some cases far superior to any cod liver oil on the 
market. 

The original emulsion, as extemporaneously prepared by 
Prof. Thompson, in 1888, was an agent similar in its medicinal 
properties and effects to the compound emulsion of linseed oil 
now so widely known at Linonine, yet it was found to be lack- 
ing in-some of the qualities which are essential to a_ strictly 
ethical preparation intended for permanent general use; its prin- 
cipal fault being due to its smaller percentage of oil; and its 
failure, even then, to remain a stable emulsion when exposed to 
the effects of heat, especially in summer weather. The problem 
of obtaining a perfectly stable vegetable emulsion and at the 
same time one that would be palatable has been a difficult one, 
but the wide welcome that has been given to Linonine by the 
profession and the clinical reports from widely different sources, 
all cordially confirming Prof. Thompson’s position and estimates, 
would seem to clearly indicate that in Linonine the linseed oil 
emulsion has been brought very close to the point of perfection, 
both pharmaceutically and therapeutically. 


INTERESTING ADVERTISING. 

“Medical Methods—Old and New,” is the subject of an ‘!Ilus- 
trated series of advertisements of the Abbott Alkaloidal Com- 
pany which has just been commenced in the American Journal of 
Surgery and Gynecology, and some twenty-five other leading 
medical journals. This series, when complete, will comprise a 
pictorial history of medicine from the first records in ancient 
Egypt to the latest developments in modern therapeutics. It 
promises to be the most interesting, enterprising and expensive 
advertising which has ever appeared in the medical press. ‘The 
particular attention of our readers is directed to chapter one of 
this series, which appears on page xii of this issue. It is worth 
while looking up. 


SANMETTO IN elec AND PRROSTATITIS—ALSO IN 
RAVEL. 

I used a bottle of Semaine upon myself. I was suffering 

with cystitis and prostatits and received some relief. I think by 

continuing its use I will effect a cure. My age is sixty-five years, 


not so easily cured as younger persons. We have a man in town, 
by name, J. S. K., who had been suffering with gravel for years 
and had spent much with physicians. He used Sanmetto, and it 
would be hard to believe the amount of calculi that past in a 
few days; in fact, it was disintegrated and past so rapidly that 
he was forced to stop the medicine for several days. If desired, 
he ioe report the case himself.—J. Y. DeShong, M. D., Judsonia, 
Ark. 


FURTHER USES FOR THE SUPRARENAL CAPSULES. 

Floersheim (New York) reports several cases of diseases of 
the lower air passages greatly benefited by internal administra- 
tion of the Suprarenal Substance. The diseases treated were 
acute and chronic bronchitis, bronchiectasis, bronchial asthma, 
edema and congestion of the lungs, hemoptysis and pulmonary 
tuberculosis. The remedy was given in doses ranging from 5 to 
10 a in capsules at frequent intervals until relief was af- 
forded. 

The Suprarenal, internally or locally, will relieve coryza, 
rhinitis, and acute bronchitis quickly; in fact, inflammation in 
any part of the body is greatly benefited by the ingestion of the 
Suprarenal Powder in suitable doses; and where it is possible to 
get at the seat of trouble with a local application, relief is to be 
had immediately. 

The most favorable reports made by physicians have been of 
cases where the pure Suprarenal Substance manufactured by Ar- 
mour & Company was employed. 


A GREAT SEDATIVE. 
Luray, Kan., Nov. 21, 1900. 
Salo-Sedatus Chemical Company, St. Louis, Mo. 

Gentlemen: Some five or six years ago I had my introduc- 
tion to the use of Salo-Sedatus. My attention was first called to 
it by a physician of St. Louis, Mo., after which we had an epi- 
demic of scarlatina. I was first called to see a patient that had 
been unconscious for twenty-four hours, a boy eight years old, 
with a temperature of 105.5. After administering third doses of 
Salo-Sedatus, the temperature dropped to 101.5. Child was con- 
scious from that time on to convalescence. 

With regard to the treatment of typhoid fever, Salo-Sedatus 
as a sedative excells anything that I have ever used in my prac- 
tice. Among the army of menstrums for combating typhoid dis- 
eases, Salo-Sedatus as an antipyretic heads the list in my esti- 
mation. 

I will now give you my method of treatment of typhoid fever. 

First. As a sedative, Salo-Sedatus. 

Second. Something to open the bowels and act on the liver. 
Leptandrin in eight grain doses every four hours until the bowels 
act freely. 

Third. An intestinal antiseptic. Sulpho-carbolate of zinc 
triturated with bismuth subnitrate. 

Fourth. To control hemorrhage, use F. E. Hamamelis. 

As for hematuria, I have no use for any other remedy if Salo- 
Sedatus is used from the first. Very truly yours, Dr. V. Fritts. 


AN UNOBJECTIONABLE PREPARATION. 

Most of the syrups of hypophosphites on the market are sweet 
and liable to cause indigestion if continued for any great length 
of time. The Acid Hypophosphites prepared by the J. F. Hayes 
Pharmaceutical Company overcome this serious objection. In- 
deed, this preparation gives to the medical profession a long- 
desired remedy for those numerous conditions in which the hypo- 
phosphites of potassium, calcium, iron, manganese, sodium, qui- 
nine and strychnine are indicated without any of the objections 
of the older formulae. It is especially of value in surgical and 
gynecological cases. 


GRIPPAL MEDICATION SIMPLIFIED. 

The large and increasing number of deaths, especially among 
our prominent men, due primarily to the prevailing epidemic of 
la grippe, and the serious illness of President McKinley from the 
same cause, impresses us with the advisability of calling the at- 
tention of our many readers to the really excellent remedial quali- 
ties of the different products of the Antikamnia Chemical Com- 
pnany in the treatment of this scourge and its many insiduous al- 
lied diseases. For the purpose of reference, we append a list of 
their various preparations, viz.: 

Antikamnia Tablets. 

Antikamnia and Codeine Tablets. 

Antikamnia and Quinine Tablets. 

Antikamnia and Salol Tablets. 

Antikamnia, Quinine and Salol Tablets, 

Antikamnia Powdered. 

Laxative Antikamnia Tablets. 

Laxative Antikamnia and Quinine Tablets. 

The last mentioned is a new and without doubt a most 4de- 
sirable cambination in the above complaints, and also in all ma- 
larial and congested conditions. 
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MEMBRANOUS CROUP. 


The treatment of membranous croup has not met with such 
striking success as to render the introduction of a new remedy 
undesirable. And when this remedy comes to us with a long list 
of successes to back up its claims, they are assuredly worth in- 
vestigating. We refer to the brown iodized calcium, which has 
proved a remarkable remedy in true membranous croup, the non- 
diphtheritic variety. For it has been shown that there is a mem- 
branous croup which is distinct from laryngeal diphtheria. For 
the former, iodized calcium is presented as a specific; for the lat- 
ter, true calcium sulphide is likewise advocated. Both remedies 
are supplied by the Abbott Alkaloidal Company. 


WANTED—TEST GLASSES. 


Will pay a good price for a second-hand set of trial lenses. 
Must be O. K. or no trade. Address “E,” care of American Jour- 
nal of Surgery and Gynecology, St. Louis. State price wanted. 


HIGHEST THERAPEUTICAL VALUE. 


Dioviburnia has stood the critical test of the most exacting 
physicians for years and has been pronounced of the highest 
therapeutical value. Can always be relied upon in all functional 
disorders of the uterus and appendages, whether acute, sub-acute 
or chronic. 


FEMALE NEUROSES. 


“I have prescribed Dioviburnia and Neurosine in female neu- 
‘roses with results entirely satisfactory. I shall continue to use 
these two products in combination in all cases indicated.” 

J.J. KELLY, M. D., Argentine, Kan. 


THE INFLAMMATORY CONDITION IN PERITONITIS, ETC. 


An interesting reference to an extensively prescribed remedy 
is found in that valuable text book, “Materia Medica and Thera- 
peutics,” by Finley Ellingwood, A. M., M. D., Chicago. The sub- 
stance of the article is to the effect that the influence as a pain 
reliever of the popular analgesic—Antikamnia—is certainly next 
to morphine, and no untoward results have obtained from its 
use, even when given in repeated doses of ten grains (two five- 
grain tablets). It is especeially valuable during the progress of 
inflammation, and given in pleuritis or peritonitis it certainly 
abates the inflammatory condition, relieves the pain at once and 
the diffused soreness shortly, as satisfactorily as opium. It does 
not derange the stomach or lock up the secretions. It is also of 
value in pain of a non-inflammatory character, and is a conven- 
ient and satisfactory remedy in headeaches without regard to 
cause, if the cerebral circulation be full. 


EVOLUTION, 


When you were a Tadpole and I was a Fish, 
In the Paleozoic time, 
And side by side on the ebbing tide 
We sprawled thru the ooze and slime, 
Or skittered with many a caudal flip, 
Thru the depths of the Cambrian fen, 
My heart was rife with the joy of life, 
For I loved you, even then. 


Mindless we lived and mindless we loved, 
And mindless at last we died; 
And deep in a rift of the Caradoc drift 
We slumbered side by side. 
The world turned on in the lathe of time, 
The hot lands heaved amain, 
-Till we caught our breath from the womb of death, 
And crept into light again. 


We w2re Amphibians, scaled and tailed, 
And drab as a dead man’s hand; 
We coiled at ease ’neath the dripping trees, 
Or trailed thru the mud and sand, 
Croaking and blind, with our three-clawed feet, 
Writing a language dumb, 
With never a spark in the empty dark 
To hint at a life to come. 


Yet happy we lived and happy we loved, 
And hap)y we died once more; 

Our forms were rolled in the clinging mold 
Of a Neocomian shore. 

The Eons came and the Eons fled, 
And the sleep that wrapt us fast 

Was riven away in a newer day, 
And the night of death was past. 


Then, light and swift, thru the jungle trees 
We swung in our airy flights, 

Or breathed in the balm of the fronded palm, 
In the hush of the moonless nights; 

And oh, what beautiful years were these, 
When our hearts clung each to each; 

When life was filled and our senses thrilled 
In the first faint dawn of speech. 


Thus Life by Life, and Love by Love, 
We past thru the circle strange, 

And Breath by Breath, and Death by Death 
We followed the chain of Change. 

Till there came a time in the law of Life 
When over the nursing sod 

The shadows broke and the soul awoke 
In a strange, dim dream of God. 


I was thewed like an Auroch bull 
And tuskt like the great Cave Bear; 
And you, my sweet, from head to feet 
Were gowned in your glorious hair. 
Deep in the gloom of a fireless cave, 
When the night fell o'er the plain, 
And the moon hung red o’er the river bed, 
We mumbled the bones of the slain, 


I flaked a flint to a cutting edge,- 
And shaped it with a brutish craft; 

I broke a shank from a woodland dank, 
And fitted it, head and haft, 

Then [ hid me close by the reedy Tarn, 
Where the Mammoth came to drink— 
Thru brawn and bone I drave the stone, 

And slew him upon the brink. 


Loud I howled thru the moonlit wastes, 
Loud answered our kith and kin; 

From West and East, to the crimson feast, 
The clan came trooping in, 

O’er joint and gristle, and padded hoof, 
We fought and clawed and tore, 

And cheek by jowl, with many a growl, 
We talkt the marvel o’er. 


I carved that fight on a reindeer bone 
With rude and hairy hand, 
I pictured his fall on the cavern wall, 
That men might understand. 
For we lived by Blood and the Right of Might 
Ere human laws were drawn, 
And the Age of Sin did not begin 
Till our brutal tusks were gone. 


And that was a million years ago, 
In a time that no man knows; 

Yet here to-night, in the mellow light, 
We sit at Delmonico’s. 

Your eyes are deep as the Devon springs, 
Your hair is dark as jet; 

Your years are few—your life is new— 

Your soul untried—and yet, 


Our trail is on the Kimmeridge clay, 
And the scarp of the Purbeck flags, 
We have left our bones in the Bagshot stones, 
And deep in the Coraline crags; 
Our love is old, our life is old, 
And death shall come amain; 
Should it come to-day, what man may say 
We shall not meet again? 


God wrought our souls from the Tremadoc beds, 
And furnisht them wings to fiy: 

He sowed our spawn, in the world’s dim dawn, 
And I know that it shall not die 

Tho cities have sprung above the graves 
Where the crook-boned men made war: 

And the ox-wain creaks o’er the buried cayes 
Where the munimied mammoths are. 


Then, as we linger at luncheon here, 
O’er many a dainty dish, 

Let us drink anew to the time when you 
Were a Tadpole and I was a Fish. 
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